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because it 
MAKES 
ENEMAS OBSOLETE 
IN 
POSTPARTUM 
CONSTIPATION 


your Rx for 


Senokot 


TABLETS / GRANULES 


means 
A GRATEFUL PATIENT 


SENOKOT drastically cuts down the use of enemas: Of 319 puerperal patients treated with SENOKOT 
Granules/Tablets, as reported in three separate studies,!.2> only 5.6% required enemas...in contrast to 
controls, in whom enema requirements ranged from 83% to 87%. 


Virtually eliminates side effects: The total incidence of side effects in the above three studies was limited to 
2.5% —out of 319 patients, only 8 reported some loose stools or griping.? No reactions were observed in the 
other two series. ““A remarkable finding was the complete absence of side effects,” comment Suarez and 
co-workers.! 


Helps to restore normal bowel activity— before and after delivery: By the fourth postpartum day, “practi- 
cally all treated patients had resumed normal bowel activity.”! Restoration of normal bowel function was 
also seen in 97% of 59 antepartum patients included in one of the studies. SENOKOT acts physiologically, 
inducing normal, effortless evacuation through neurostimulation of the myenteric plexus of the colon... 
not by unreliable bulk or contact irritation. 


Obstetrical patients are grateful for SENOKOT: All three studies note the outstanding patient acceptance: 
“Patient acceptance was highly favorable...” ...“The flavor...was entirely acceptable and pleasing to 
these 100 women.’” ...““Acceptance of the product was uniformly favorable.’? Because it eliminates the 
discomfort of enemas, rapidly restores normal bowel function, and is virtually free of side effects, your 
patient will be grateful when you prescribe SENOKOT Granules/Tablets. 

Dosage in pregnancy: ‘SENOKOT’ GRANULES: 1/2 teaspoonful once daily, h.s. Increase daily dose by 1/2 teaspoonful 
p.r.n. (to maximum of 2 level teaspoonfuls). ‘SENOKOT’ TABLETS: 1-2 tablets once or twice daily (maximum dose — 
4 tablets b.i.d.) 

Supply: 16, 8 and 4 ounce canisters: Bottles of 30 and 100 tablets. 


References: 1. Suarez, J. et al.: Internat. Rec. Med. 172:639 (Oct.) 1960. 2. Kasdon, S. C., Morentin, B. O.: J. Internat. Coll. Surg. 31:455 
(Apr.) 1959. 3. Wager, H. P, Melosh, W. D.: Quart. Rev. Surg. Obst. & Gynec. 15:30 (March) 1958. 


*Standardized Concentrate of Total Active Principles of Cassia Acutifolia (Senna) Pods, Purdue Frederick 
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here’s what like 


about this table and tubemount... 


I’ve been using my new Picker Constellation “15” Table 
and Ceiling Tubemount for a couple of months now. 
This is what I like about it: 


the table is completely enclosed . . . insulates me 
efficiently against scattered radiation 


the accurate beam-collimating and centering system 
protects my patients against excessive dosage 


it works like a breeze: Ym still fresh after a long 


fluoroscoping session 


my technician handles more patients with less fuss... 
sets up radiography cases rapidly, efficiently, and with 
“no-retake” certainty. 

Last but not least—it’s a whale of a lot for the money. Believe me... 


I shopped around plenty before making the plunge. 
I think it’s one of the solidest investments* I ever made. 


Your local Picker representative will be 
glad to give you the full story on this 
versatile diagnostic x-ray combination. 
Call any local Picker office (see ’phone 
book) or write: Picker X-Ray Corporation, 
25 South Broadway, White Plains, N. Y. 


* 
no capital investment if you'd rather rent @ ask about the PICKER RENTAL PLAN. 
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INFORMATION FOR CONTRIBUTORS 


Tue JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION is the 
official scientific publication of the American Osteopathic Association. 
Articles are accepted with the understanding that they have not been 
published or accepted for publication elsewhere. 


Manuscripts 


1. Manuscripts should be typed in triplicate, the original and carbon 
sent to THE JoURNAL, and one carbon kept by the author. All copy, 
including quotations, footnotes, tables, references, and legends for 
figures should be double-spaced, with ample margins. 


2. References are required for all material derived from the work of 
others, whether or not author’s names are mentioned. Reference num- 
bers should be assigned in order of reference in the article. Each refer- 
ence must include the name of the author and the full title of the article 
or book. For periodicals, the name, volume number, complete date, and 
inclusive paging of the article are required. For books, the edition, the 
name and location of the publisher, and the year of publication are 
required. Exact page numbers must be given for all direct quotations. 


3. The author’s degrees and teaching affiliations should be given. 


4, The article should end with a comprehensive summary. 


Illustrations 
1. Photographs should be unmounted, untrimmed, glossy prints. 


2. Figures, charts, tables which are to be engraved, and lettering on 
prints should be in black (India) ink on good quality white paper. 
Lettering should be large enough to be read when reduced. 


3. Original roentgenograms or slides can be used for reproduction, 
but direct-contact glossy prints from originals are preferable. 


4. All illustrations must be numbered and the top indicated. 


5. Good illustrations enhance the value of articles, and contributors 
are encouraged to submit illustrative material with manuscripts. 


6. When illustrations which have appeared elsewhere are submitted, 
full information should be given about previous publication, whether 
or not permission has been obtained, and credit to be given. 


Copies of Tue JouRNAL 


1. Three copies of THE JouRNAL containing his article will be sent 
to the author on request. 


Reprints 
1. Information for ordering reprints is sent with galley proofs. 
FOR ADDITIONAL INFORMATION, PLEASE WRITE THE EDITOR 


Published monthly by the American Osteopathic Association. Printed by Neely Printing Company. Publication, Editorial, and Executive Offices, 
212 E. Ohio St., Chicago 11, Ill. Subscription $10 a year; single copies $1.00. Acceptance for mailing at special rate of postage provided for 
in Section 1103, Act of October 3, 1917, authorized August 31, 1922, Second class postage paid at Chicago, Ill. 


ALL CORRESPONDENCE SHOULD BE ADDRESSED TO 212 E. OHIO ST., CHICAGO i a ILL. CHANGE OF ADDRESS: If possible, 
clip address from mailing envelope of your copy of this magazine and send along with new address (with zone number if any). Allow 5 weeks 


for change-over. 


Copyright 1961, by American Osteopathic Association 


for your patient with 


hypertension 


these benefits from 


trichlormethiazide 


often the only drug required for satisfactory reduction of blood pressure in both mild and moderate 
hypertension... commonly relieves headache, palpitation, etc.'...may further reduce blood pressure 
levels reached on previous regimens’... usually obviates need for potassium supplements... potentiates 
effect of some adjunctive antihypertensive agents, decreasing their dosage needs, thereby reducing 
their potential side effects...economically priced for special benefit of long-term patients. Packaging: 
NAQUA Tablets, 2 and 4 mg., scored, bottles of 100 and 1000. References: (1) Cohen, B. M.: Newer Saluretic Agents 


in the Therapy of Hypertension, paper presented at 6th Internat. Cong. Int. Med., Basel, Switzerland, Aug. 24-27, 1960. 


(2) Ford, R. V.: Am. J. Cardiol. 5:407, 1960. 8.722 
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ing associated 


CYCLEX supplies 
malaise, inso 
CYCLEX affords quick- 


HYDRODIURIL® wiTH MEPROBAMATE 
ion 


HYDROCHLOROTHIAZIDE 


the symptoms premenstrual tens 


abdominal congestion 


nausea, 


CHANGES 


West Point, Pa. 


tability, tension, 
for GI DISTRESS... 


MERCK SHARP & DOHME 
Division of Merck & Co., INC. 


the effective relief of meprobamate for nervous- 
ness, irri 


day, beginning on the first morning of symptoms and contin- 
uing until the onset of menses. CYCLEX may be continued 


through the menstrual period. 
Before prescribing or administering CYCLEX, the physician should consult 
detailed information on use accompanying package or available on request. 


CYCLEX and HYDRODIURIL are trademarks of Merck & Co., Inc. 


SUPPLIED: Tablets, bottles of 100. Each tablet contains 25 mg. 
of HYDRODIURIL (hydrochlorothiazide) and 200 mg. of meprobamate. 
DOSAGE: Usual adult dosage is one tablet once or twice a 


for EDEMA ...CYCLEX provides the prompt 
diuresis of HYDRODIURIL for rapid reduction of 


weight gain, breast fullness, 
acting relief of nausea and bloat 
with premenstrual tension 
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Symptoms of Depression: Anxiety, tension, 
fatigue, and somatic complaints— common symp- 
toms of an underlying depression—are frequently 
observed in everyday office patients. Therapy: A 
prescription for economical Nardil, unlike some 
tranquilizers which may deepen or mask depres- 
sion, will relieve the anxiety and tension symptoms 
by resolving the underlying depression in 4 out of 
5 patients. Starting Rx: Because Nardil’s maxi- 
mum therapeutic benefits are usually attained with- 


A TRUE ANTIDEPRESSANT 
EFFECTIVE IN 
4 OUT OF 5 PATIENTS 


in two to six weeks, a starting Rx for 50 tablets— 
about 2% weeks’ therapy — is recommended. 
Nardil’s Safety Record: The excellent safety rec- 
ord of Nardil has been established by extensive 
clinical use, as reported in over 100 scientific 
studies and confirmed by a minimal incidence of 
toxicity in more than several hundred thousand 
patients to date. 

Full dosage information, available on request, 
should be consulted before initiating therapy. 


brand of phenelzine dihydrogen sulfate 
meokers of TEORAL GEtusit PROLOIO 


PERITRATE MANDELAMINE 
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Each capsule of each strength contains equal 
parts of d-amphetamine and dl-amphetamine 
as cation exchange resin complexes of sul- 
fonated polystyrene. 


Mealtime hunger reflects a physiological need quickly 
satisfied by food—liquid or solid. 


But appetite represents a psychological need which is 
often the obese patient's biggest problem. Measures 
that satisfy hunger alone are not enough. Mealtimes 
rapidly become tedious on unnatural diets... and high 
calorie snacks, between-meal nibbling, and refrigerator 
taiding provide an appetizing consolation! When ap- 
petite survives, willpower soon vanishes. 


You can help her satisfy her appetite as well as her 
hunger ... and still be sure of 


by prescribing Biphetamine or Ionamin. A single cap- 
sule dose appeases appetite for 10-14 hours. Your 
patient enjoys normal food (in lesser quantities) while 
better eating habits and proper weight are gradually 
established and maintained. 


lf She’s “Refractory” 


BiPHETAMINE-T 


A ‘STRASIONIC’ ANORETIC RESIN 


BIPHETAMINE-T ‘20” BIPHETAMINE-T ‘12/2’ 


Each capsule of each strength contains Tuazole® and equal parts of 
d-amphetamine and dl-amphetamine—all as cation exchange resin 
complexes of sulfonated polystyrene. 


Single Capsule Daily Dose 10 to 14 hours before retiring 


is “liquidated”... but 
her appetite survives 


SUSTAINED WEIGHT CONTROL 


If She’s “Sedentary” lf She’s “Active” 
® 
BIPHETAMINE IONAMIN 
BIPHETAMINE ‘20’ IONAMIN ‘30’ 
(20 mg.) (30 mg.) 
BIPHETAMINE ‘12% BIPHETAMINE IONAMIN ‘18’ 
(12.5 mg.) (7.5 mg.) (15 mg.) 


Each capsule of each strength contains 
phentermine as a cation exchange resin 
complex of sulfonated polystyrene. 


STRASENBURGH 
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when menstrual cramps disrupt her schedule 


VASO 


boa 


myo- relaxant 


acts directly on the myometrium 
to relieve painful uterine spasm 
or hypermotility 


In a double-blind study,! 79 per cent of the 
patients treated with VASODILAN were 
relieved of severe menstrual pain. 


VASODILAN relieves menstrual cramps by 
direct, non-hormonal? action, and without 
disturbing normal menstrual rhythm or 
flow.!2 


There are no contraindications to the use of 
VASODILAN with other therapies.” 


References: (1) Ratowsky, S., and Padernacht, E. D.: 
Relief of Primary Dysmenorrhea with Isoxsuprine, Clin. 
Med. 8:512-514 (March) 1961. (2) Voulgaris, D. M.: Dys- 
menorrhea: Cramps or Psyche?, Scientific Exhibit, Am. 
Acad. G.P, Philadelphia, March 21-24, 1960. 


Isoxsuprine hydrochloride, Mead Johnson 


Contraindications: There are no known contraindications 
to oral administration of VASODILAN in recommended 
doses. 


Caution: VASODILAN should not be given immediately 
postpartum or in the presence of arterial bleeding. Paren- 
teral administration is not recommended in the presence 
of hypotension or tachycardia. Intravenous administra- 
tion is not recommended because of the increased likeli- 
hood of side effects. 


Side effects: Few side effects occur when given.in recom- 
mended oral doses. Occasional palpitation and dizziness 
can usually be controlled by dosage adjustment. Single 
intramuscular doses of 10 mg. or more may result in 
hypotension or tachycardia. 


Dosage: For menstrual cramps, give 10 or 20 mg. (1 or 2 
tablets) three or four times daily, 24 to 72 hours prior to 
expected onset of menstruation. 


Supplied: 10 mg. tablets, bottles of 100; 2 cc. ampuls 
(5 mg./ce.) for intramuscular use, boxes of 6. 41e6s 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


- \ \ 
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Depo-Medrol was administered intra-articularly to 118 patients 
(250 injections) for disorders including rheumatoid arthritis, 
osteoarthritis, epicondylitis, and tendinitis. 

’ Relief of pain and swelling was marked or complete in 104 of 
the 118 (88.1%) ; duration of response to a single injection was 
more than three weeks in 89 patients (75.4%) and more than six 
weeks in 39 of these.’ “Post-injection flare-up was practically 


non-existent.””* 
Indications and dosages 


Intra-articular, intrabursal and intra- 
tendinous injections of Depo-Medrol 
are useful for sustained anti-inflamma- 
tory effect and symptomatic relief in 
rheumatoid arthritis, osteoarthritis, 
bursitis, tendinitis, epicondylitis and 


other rheumatic disorders. 


Intra-articular dosage depends on 
the size of the joint and the severity of 
the condition. Injections may be re- 
peated, if necessary, at intervals of one 
to five weeks. A suggested dosage 
guide: Large joint, 20 to 80 mei 

; small j 


dium joint, 10 to 40 mg. 
4 to 10 mg. 


For administration directly into 
bursae, dosage may be 4 to 30 mg. (re- 
peat injections are usually not needed). 

For injection into the tendon sheath, 
4 to 30 mg. is a usual range (in recur- 
rent or chronic conditions, repeat in- 


jections may be needed) 
Precautions 


Depo-Medrol for local effect is contra- 
indicated in the presence of acute 
infectious conditions. Infrequently, 
atrophic changes in the dermis may 
form shallow depressions in the skin 
at the injection site, but these usually 


disappear in a few months. 
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Depo-Medrol 40 mg. per cc. 
Each cc. contains: 
Medrol (methylprednisolone) 


40 mg. 
Polyethylene glycol 4000 ... 29 mg. 
Sodium chloride ....... 
Myristyl-gamma-picolinium 

0.19 mg. 
Water for injection ........ q.s. 
Supplied: 1 cc. and 5 ce. vials 
20 mg. per cc. 


Each cc. contains: 
Medrol (methylprednisolone) 


Polyethylene glycol 4000 ... 29.6 mg. 
Sodium chloride ........... 8.9 mg. 
Myristyl-gamma-picolinium 

Water for injection ........ q.8. 


Supplied: 5 cc. vials 

1. Norcross, B. M., and Winter, J. A.: 
Methylprednisolone acetate: a single 
preparation suitable for both intra- 
articular and systemic use, New York 
J. Med. 61:552 (Feb. 15) 1961. 
*Trademark, Reg. U.S. Pat. Off. 
methylprednisolone acetate, Upjohn 


The Upjohn Company, Kalamazoo, Michigan 


relief 
within 
hours... 
lasting 
for 
weeks 


Depo- 
Medrol 


intra- 
articularly 


Medrol hits the disease, / 
but spares the patient. 
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“crash diets’’ 
do not solve the basic patient problem: 
habitual overeating 


In the treatment of chronic obesity, “fad diets” are not the 

answer. Your patients may suffer adverse somatic as well as psychic 
effects from alternating weight loss and gain. 

At the conclusion of a “crash-diet” program, the patient often 
falls back into familiar habits of overeating. The problem, 
therefore, remains the same. 


The process of eliminating pounds in the chronically obese 
should be gradual. To accomplish this, obviously, new patterns 
of eating must be established. 


BAMADEX tablets help the patient be satisfied on a diet which will 
cause him to lose weight. BAMADEX tablets combine two specific agents 
to overcome the habitual overeating in the chronically obese... 
ry _the outstanding appetite suppressant, d-amphetamine, balanced with 
me the tranquilizer, meprobamate. BAMADEX tablets help the recalcitrant 
patient keep within his prescribed caloric limits. It does this by 
curbing between-meal hunger, fatigue, nervousness, insomnia, and 
dizziness, which may lead to failure in diet reduction. 


BAMADEX 


meprobamate with d-amphetamine sulfate Lederle TABLETS 


BAMADEX Tablets: Each coated tablet (pink) contains: d-amphetamine 
; sulfate, 5 mg.; meprobamate, 400 mg. dosage: 1 tablet one-half to one hour 
7 before each meal. Higher dosage may be required in certain cases. 
: precautions: Use with caution in patients hypersensitive to sympathomimetic 
compounds, who have coronary or cardiovascular disease, or who 
are severely hypertensive. supplied: Bottles of 100 and 1,000. 


Request complete information on indications, dosage, precautions and contraindications 
CLederle) from your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES - A Division of AMERICAN CYANAMID COMPANY - Pearl River, New York 


helps them 
to help themselves 
to less! 
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all it takes 
for sustained protection 
in asthma 


1 TABLET MORNING 
1 TABLET EVENING 


all-day and all-night relief 
from asthma symptoms 


New Tedral SA 


Sustained Action antiasthmatic 


One tablet on arising—protects through the working day, vir- 
tually eliminates the need for emergency medication 


One tablet 12 hours later—lets the patient sleep, reduces the 
need for middle-of-the-night emergency medication 


New Tedral SA protects against bronchial constriction and reduces 
mucous congestion throughout the day and night, increases vital capacity 
and ability to exhale, reduces the frequency and severity of asthmatic 
attacks. Patients get the benefits of sustained protection with the con- 
venience of b.i.d. dosage. New Tedral SA is particularly indicated for 
patients who need continuous medication over prolonged periods. 
RECOMMENDED ADULT DOSAGE: 1 tablet on arising and 1 tablet 12 hours later. 

PRECAUTIONS: Tedral SA should be used with caution in patients with 

cardiovascular disease and/or severe hypertension, circulatory collapse, 

hyperthyroidism, prostatic hypertrophy or glaucoma. Phenobarbital in the 

formula may be habit forming. 3 
EACH TABLET CONTAINS: Theophylline, 180 mg.; Ephedrine HCl, 48 mg.; 

Phenobarbital, 25 mg. Tedral SA 1s available to your patients on prescaip- 


tion only. MORRIS PLAINS, W.. 


3P12 makers of Tedral Gelusil Mandelamine Peritrate Proloid 
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TRADEMARK 


SULTRIN Cream, formerly available 


in buff-colored Triple Sulfa Cream, 


tetric and gynecologic conditions, this triple 
amide cream promotes rapid healing, relieves inflammation, — 


arge. 78 Gm. tube with or without applicator. 


= Oys a4 wide variety OT vaginal patno- 
gens and even helps eradicate “difficult” 
trichomonads by restoring the normal 


THE CURRENT PLACE 
OF KANTREX (I. M.) 

IN THE SOLUTION OF 
A SERIOUS AND 
GROWING PROBLEM: 
RESISTANT GRAM- 
NEGATIVE INFECTIONS 


A SERIOUS AND GROWING PROBLEM: An increasing number of 
reports’ attest to the rising frequency of life-threatening 
infections due to Gram-negative organisms that are 
resistant to the commonly used antibiotics. Such infections 
have become almost as serious a clinical problem as 

those caused by resistant staphylococci. They assume 
critical importance in patients with low resistance and in 
patients compromised by debilitating illness. 


HOW KANTREX (INTRAMUSCULAR) MEETS THE PROBLEM: Kantrex is 
effective against many strains of Gram-negative pathogens 
that are resistant to the commonly used antibiotics.“*"*" 
Kantrex is bactericidal, not merely bacteriostatic. It is 
rapidly absorbed after intramuscular injection, reaching 
peak blood levels in about one hour, and remains in most 
patients, in the active range for sensitive pathogens for 8 to 
12 hours. Because Kantrex is bactericidal, it often produces 
a dramatic effect even in patients with lowered resistance. 
Of the few special-use antibiotics that have been found 
effective in combating resistant Gram-negative infections, 
Kantrex has the broadest history of clinical application. 


AN UNSURPASSED SPECIAL-PURPOSE SPECTRUM: Kantrex is 
effective against a large number of resistant strains of the 
following organisms responsible for the great majority of 
life-threatening Gram-negativeinfections: E.coli, Aerobacter, 
Klebsiella, Proteus, and some strains of Pseudomonas. 
Kantrex is also active against Shigella and Salmonella. 
Response to Kantrex has been particularly gratifying in a 
large number of such infections that have been treated 
unsuccessfully with the other antibiotics. Because of its 
broad special-use spectrum and its bactericidal action, 
Kantrex has been suggested as the agent of choice in patients 
who clinically have Gram-negative bacteremia but for whom 
definitive bacteriological diagnosis is not yet available.” 


CURRENT PLACE OF KANTREX AGAINST RESISTANT STAPHYLOCOCCI 
AND ENTEROCOCCI: In resistant staphylococcic infections, if for 
some reason Staphcillin may not be used, Kantrex should be 
considered among other antibiotics. In mixed infections 

due to strains of resistant staphylococci and Gram-negative 
organisms, both of which are sensitive to kanamycin, 
Kantrex may be a preferred antibiotic. Kantrex is also 
indicated in the treatment of some resistant enterococcic 
infections due to strains shown to be sensitive to kanamycin. 


INDICATIONS: Kantrex is indicated in the treatment of 
Gram-negative, staphylococcic and enterococcic infections 
due to organisms shown to be sensitive to kanamycin, 
including strains resistant to other antibiotics. These 
infections include septicemia, postoperative wound infection, 
soft tissue infection, peritonitis, and pulmonary infection. 
Kantrex is of particular value in urinary tract infections 
due to Gram-negative organisms resistant to 

other antibiotics. Especially serious is a long-standing 
pyelonephritis in a debilitated patient, for such infections 
constitute the most common source of Gram-negative 
bacteremias’**”* which may become life-threatening. 
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PRECAUTION: The major toxic effect of parenterally 
administered kanamycin is its action on the auditory portion 
of the eighth nerve. To minimize the risk of ototoxicity, the 
daily dose of 15 mg./kg. should not be exceeded nor 

should the duration of therapy be prolonged. The drug 
should be used with caution in reduced dosage in patients 
with impaired renal function to avoid excessively high 

blood levels. Evidence of renal irritation frequently occurs 


during therapy, but this effect appears to be reversible on SPECTRUM 
cessation of therapy and is not necessarily an indication for CHART OF 
withdrawing the drug if the patient's infection is responding. BRISTOL 

ANTIBIOTICS 


There have been no reports of blood dyscrasias or other 
hematologic disorders, no liver toxicity. 


TWO SPECIAL-PURPOSE ANTIBIOTICS: Bristol Laboratories 
provides antibiotics for the treatment of two major categories 
of resistant bacterial infection: Kantrex, for infections 
caused by Gram-negative micro-organisms resistant to 
commonly employed antibiotics; and Staphcillin, the unique 


TETREX® (tetracycline phosphate complex) 


SYNCILLIN® (phenethicillin) 
STAPHCILLIN® (sodium methicillin) 


KANTREX® (kanamycin sulfate) 


new synthetic penicillin for the treatment of infections _ See 7 
due to resistant staphylococci. Each offers the clinician an 
effective means of dealing with life-threatening situations & | Enterococci ejele 
in specific bacterial infections. Consult Official Package & | Pneumococci ele 
Circulars for complete information on dosage, administration | staphylococci |e|e|e|s 
and precautions for Kantrex and Staphcillin. tp. 
SUPPLY: Kantrex Injection, 0.5 Gm. kanamycin (as sulfate) in vial Gonocecei wet Ta 
containing 2 ml. volume; and 1.0 Gm. in vial containing 3 ml. volume. Meningococci ° 
REFERENCES: 1. Finland, M.: New England J. Med. 263:207 (Aug. 4) — : 
1960. 2. Cutts, M.: Rhode Island M. ]. 43:388 (June) 1960. H. pertussis . 
3. Hannigan, C. A.., et al.: J. Maine M. A. 51:77 (March) 1960. = | K.pneumoniae |e|e 
4. Griffith, L. J., et al.: Antibiotics & Chemother. 10:88 (Feb.) 1960. reser Per 
5. Editorial: New England J. Med. 261:1081 (Nov. 19) 1959. "i - 
6. Bernard, L. A. and Sutton, W. C.: A.M.A. Arch. Int. Med. 105:311 Stee a 
(Feb.) 1960. 7. Kirby, W. M. M. et al.:J.A.M.A. 162:1 (Sept.) 1956. . & | B. proteus . 
8. Bryer, M. S.: Am. J. Med. 18:782 (May) 1955. 9. Editorial: New - Pseudomonas ele 
England J. Med. 262:578 (Mar. 17) 1960. 10. Rogers, D. E.: | grocers . 
New England J. Med. 261:677 (Oct. 1) 1959. 11. Holloway, W. J. 
and Scott, E. G.: Delaware M. J. 32:314 (Aug.) 1960. 12. Finland, M. Saimonelia a 
et al.: J.A.M.A. 170:2188 (Aug. 29) 1959. 13. Schneierson, S. S.: Shigella . 
New York J. Med. 60:3426 (Nov. 1) 1960. 14. Lattimer, J. K. R. akari } 
et al.: J.A.M.A. 170:938 (June 20) 1960. 15. Holloway, W. J. et al.: - 
Delaware M. J. 32:49 (Feb.) 1960. 16. Bunn, P. A. and Baltch, A.: i a “ 
New England J. Med. 259:659 (Oct. 2) 1958. 17. Koota, G. M. et al.: 2 | R. typhi bd 
New England J. Med. 263:629 (Sept. 29) 1960. 18. Finegold, S. M.: = | R rickettsii . 
A.M.A. Arch. Int. Med. 104:15 (July) 1959. ~ | tne > 
NOTE: Kantrex is also available in the form of capsules for local "| R. burneti e 
effect in gastrointestinal-tract infections, for preoperative bowel 3 | Lymphogranuloma ° 
sterilization, and for adjunctive treatment in certain hepatic comas. | Sew : - 
The Capsule form is not intended for use in the treatment of systemic cB Eisen 
infections. See Official Package Circular for complete details. 8 
E. histolytica 
KANTREX* (kanamycin sulfate inj pon). *recommended for those staphylococci resist-. 
A preferred antibiotic for Gram-ne nfect : 
Since not all strains of the micro- 
organisms listed may be sensitive 
to a particular antibiotic, clinical 
ee : therapy should be guided by in 
yracuse, INew Yor whenever possible. 
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now in threatened premature delivery 


Brand of piperidolate hydrochloride, hesperidin complex and vitamin C 


maintains gestation / increases fetal survival rate 


“Dactil has been used as a preventive meas- 
ure with great success and with no untoward 
effects.” 


In a study of 618 pregnancies over a period 
of 4 years, premature births were reduced 
from 13.1% of 168 patients without Dactil 
to 4.7% of 450 patients with Dactil.? In the 
treated patients birth weights were increased. 


Dosage: 1 tablet q.i.d. from the beginning of preg- 
nancy in any patient with a history of previous 
difficulty. For more information send for Dactil-OB 
brochure. 


(1) Stephens, L. J.: Prevention of Premature Delivery: Am. J. Obst. 
& Gynec. 70:6 (June) 1958. (2) Stephens, L. J., in press. 72561 
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SHORTENS THE 
HEALING TIME... 
DIAPER RASH, BEDSORES 
VARICOSE ULCERS, BURNS 


Before application of A and D Ointment— After application of A and D Ointment— 
Typical diaper rash with excoriation of skin. Diaper rash has completely disappeared 
within one week. 


Before application of A and D Ointment— After five weeks of daily treatment with 
Treatment-resistant varicose ulcer in elderly A and D Ointment — Ulcer completely healed. 
obese patient. 


Before application of A and D Ointment — 
Second and third degree burns caused by Ointment, changed weekly—Completely 


flaming gasoline. healed, minima! scar tissue and no contrac- 
tures. 
REG. T.M,. 


completely safe, highly effective in soothing and healing a wide range of skin disorders 
A and D Ointment serves a useful purpose in every practice. It promotes granulation and epithelization 
in ulcers, burns, bedsores and wounds. In diaper rash, it instantly provides soothing relief and helps 
to quicken healing. / A and D Ointment is eminently safe—may be applied liberally to even the most 
delicate tissues. It will not stain the skin or wash away in body secretions. Easily laundered from 
clothing. / Available in 11 or 4 0. tubes; 1 or 5 Ib. jars. Also available: A and D Ointment with Prednisolone, 


in 10 and 25 gm. tubes. [ hi | 


WHITE LABORATORIES, INC. / KENILWORTH, NEW JERSEV 
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hypertension 


more doctors are prescribing— 
more patients are receiving the benefits of— 


more clinical evidence exists for— 


than for any other diuretic-antihypertensive 


DIURIL is unique. There is no other brand of Supplied: 250-mg. and 500-mg. scored tablets DIURIL chloro- 


chlorothiazide. 


Dosage: Edema—One or two 500-mg. tablets DIURIL once or 
twice a day. Hypertension—One 250-mg. tablet DIURIL or one MERCK SHARP & DOHME 


500-mg. tablet DIURIL two to three times a day. 


HYPERTENSION CONGESTIVE FAILURE PREMENSTRUAL TENSION EDEMA OF PREGNANCY CIRRHOSIS WITH ASCITES RENAL EDEMA 


CHLOROTHIAZIDE 


thiazide in bottles of 100 and 1000. 
DIURIL is a trademark of Merck & Co., INC. 


Additional information is available to the physician on request. 


Division of Merck & Co., INC., West Point, Pa. 
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in chronic fatigue 


anabolic steroid anabolic /androgenic 


Testosterone propionate (i.m.) 
Fluoxymesterone (oral) 


and debility 


(nandrolone phenpropionate injection, Organon) 


once every 7 to 14. days provides 
safer, sustained anabolic revitalization 


duration 


3-4 days 
1 day 


Methyltestosterone (oral) 


1 day 


Norethandrolone (oral) 


1 day 


Durabolin (im) 


7-10 days 


Chart adapted from Craig, P.: J. Okla. St. M.A. (June) 1960. 


Supplied: 

5-cc. vials, 

1-cc. ampuls (box of 3) 
25 mg. nandrolone 
phenpropionate/cc. 


Organon Inc., 
West Orange, N. J. 


Green bar represents anabolic potency; gray bar shows relative androgenicity 
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Rautrax-N lowers high blood pressure gently, gradually ... protects 
against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 


* For full information, SQUIBB 
Product Reference Squibb lity 
or Produet Brief. quibb Quality & 
—_—_—_ — the Priceless Ingredient 


tina (Raudixin) 
Chloride 


with either Raudixin or Naturetin ¢ K. economy — Main- 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautrax-N —capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chloride. Rautrax-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


‘RAUTRAX’® AND ARE SQUIBB TRADEMARKS. 
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e More satisfactory than “the usual analgesic compounds” for relieving pain and anxiety.* 
e@ More effective than a standard A.P.C. preparation for relief of moderate to severe pain.” 
Each PHENAPHEN capsule contains: Also available: 


Acetylsalicylic acid (2% gr.)...... 162mg. PHENAPHEN with CODEINE PHOSPHATE 
Y% GR. (16.2 mg.) Phenaphen No. 2 


194™8. 5HENAPHEN with CODEINE PHOSPHATE . 
Phenobarbital (14 gr.)............ .... 16.2 mg. Ye GRR. ($2.4 mg.) 
Hyoscyamine sulfate 0.031 mg. PHENAPHEN with CODEINE PHOSPHATE 


1 GR. (64.8 mg.) Phenaphen No. 4 
188 Murry: Bottles of 100 and 500 capsules. 


A. H. ROBINS Co., INC., RICHMOND 20, VIRGINIA 
Making today’s medicines with integrity ...seeking tomorrow’s with persistence. 


[Rpbine) 
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135 tiny 
doses mean 
smoother 
steroid 
therapy... 


In the relatively Siow 
acid medium of 

the fasting 
stomach, Medrol 
Medules remain 
essentially intact 
—only 5% of the 
Medrol content is 
released after 2 

hours at pH 1.2. 
However, in the 


environment of 

the duodenum 

(approaching a 

PH of 7.5), from 

90 to 100% of 

the Medrol is 

released over a 

period of 4 hours. 
Slow 
Absorption 
Sustained 
Action 

Trademark, Reg. U.S. Pat. Off. 

tTrademark 


oo 


x) 


q 


3® 


pH 7.5 


in acute allergic 
disorders: 


Judged to be “a nearly ideal formu- 
lation,”* Medrol Medules gave good 
to excellent results in 25 of 28 chil- 
dren with various acute allergic dis- 
orders. “There were no serious side 
effects and minor complaints were 
reported in only two patients.”* The 
author also found that “there is .a 
definite advantage for Medrol Med- 
ules inasmuch as much smaller doses 
seem able to produce full clinical 


Indications and effects 

Medrol benefits (anti-inflammatory, anti- 
allergic, antirheumatic, antileukemic, anti- 
hemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, 
asthma, hay fever and allergic disorders, der- 
matoses, blood dyscrasias, and ocular inflam- 
matory disease involving the posterior segment. 
Precautions and contraindications 

Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief 
without developing such possible steroid side 
effects as gastrointestinal intolerance, weight 
gain or weight loss, edema, hypertension, acne, 
or emotional imbalance. 

As in all corticotherapy, however, there are 
certain cautions to be observed. The presence 
of diabetes, osteoporosis, chronic psychotic re- 
actions, predisposition to thrombophlebitis, 
hypertension, congestive heart failure, renal 
insufficiency, or active tuberculosis necessitates 
careful control in the use of steroids. Like all 
corticosteroids, Medrol is contraindicated in 
patients with arrested tuberculosis, peptic 
ulcer, acute psychoses, Cushing’s syndrome, 
herpes simplex keratitis, vaccinia, or varicella. 
1. Dugger, J. A.: J. Michigan M. Soc. 59:1812 
(Dec.) 1960. 


Medrol” 
Medules 


Each capsule contains: Medrol 
(methylprednisolone) 4 mg. 
Supplied in bottles of 30 

and 100. 

Medrol hits the disease, 

but spares the patient. 


The Upjohn Company 
Kalamazoo, Michigan 
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Weight problem? Start the reducing progaamn right, 
keep it going right with Esidrix’ 


Esidrix-K° 


Recent studies show that the diuretic action of Esidrix 
improves results of weight-reducing programs 2 ways: 


iwerace loss (its) 
a 


(Adapted from Einhorn and Kalb2) 
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1. As an adjuvant in initiating treatment: 
Esidrix induces greater weight losses in 
the first few days than a conventional 
regimen.! This weight loss may be signifi- 
cant in itself (depending on the degree 
of fluid retention). But more than that, the 
quick loss of even a few pounds builds 
confidence in the weight-reducing pro- 
gram, inspires determination to follow it 
faithfully. 

2. As an adjuvant in maintenance treat- 
ment: Esidrix eliminates retained water — 
with consequent weight losses —to break 
through the weight plateaus so often en- 
countered in antiobesity programs. (See 
schematic graph below.) The new weight 
loss cheers the patient and helps over- 
come his tendency to eat too much. 


 Esidrix 
(25 mg/day). 
started 


Average weightdass: 
after. + w 


For complete information about Esidrix and 
Esidrix-K (including dosage, side effects, 
and cautions), see Physicians’ Desk Refer- 
ence, or write CIBA, Summit, N. J. 
References: 1. Ray, R. E.: To be published. 2. Ein- 
horn, H. P., and Kalb, S. W.: Clin. Med. 7:1995 
(Oct.) 1960. 

Supplied: Esiprix Tablets, 25 mg. (pink, 
scored) and 50 mg. (yellow, scored). 
Esiprix-K Tablets 25/500 (white, coated), 
each containing 25 mg. Esidrix and 500 mg. 
potassium chloride. NEW STRENGTH ESIDRIX-K 
NOW AVAILABLE: Esiprix-K Tablets 50/1000 
(white, coated), each containing 50 mg. 
Esidrix and 1000 mg. potassium chloride. 


LBA 
SUMMIT+ NEW JERSEY 


2/2921 MK-2 
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Neutralization is much 
28 aluminum hydroxide faster and 
‘ twice 
as long 


Following determination 
of basal secretion, 
intragastric pH was 
continuously determined 
by means of frequent 
readings over a 
two-hour period. 


49 


45 


neutralization 


“ANTACID 


New CREAMALIN 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 

New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 

Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘“‘acid rebound” or alkalosis. 


Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity— from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may — 
be chewed, swallowed whole with water or milk, or allowed to dissolve 

in the mouth. How supplied: Bottles of 50, 100, 200 and 1 

1. Data in the files of the Department of Medical Research, Winthrop 
Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
Pharm. A. (Scient. Ed.) 48:384, July, 1959. 


for peptic ulcer® gastritis® gastric hyperacidity 


New York 18, N. Y. 


Data based on pH measurements in 11 patients with peptic ulce 
= = 4.9 4.9 
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brand (of 


the progress 


by 
‘Sustained, 
‘uricosuric action 


In the long-term treatment of gout, the value of a uri- 
-cosuric agent such as Anturane in preventing accumu- 
lation of the urate deposits responsible for chronic 
disability and joint derangement is well established.t 


Clinical experience has demonstrated that Antura 
not only prevents formation of new urate deposits, b 
_ with sustained therapy, also causes absorption of pre- 
existing tophi. 2 With reduction in hyperuricemia, t 
incidence and severity of acute attacks are reduced 
the mobility of affected is improved,‘ and linger: 
ing joint pain is relieved.2:4 


References: 1. Seegmiller, J. E., and Grayzel, A. 1.: J.A.M.A. 173:10 
1960. 2. Yu, T. F., Burns, J. J., and Gutman, A. B.: Arth. & Rheu 
-4:532, 1958. 3. Kersiey, G. D., Cook, E. R., and Tovey, D.C. J.: A 
‘Rheumat. Dis. 17:326, 1958. 4. Gutman, A. B., and Yiu, T. F.: Bull. Ne 
‘York Acad. Med. 34:287, 1958. 


| product information regarding dosage, side effects, — O 
d contraindications available on request. 


Anturane™, brand of ee: Scored tablets of 100 
bottles of ‘100. 


eigy Pharmaceuticals 
ivision of Geigy Chemical Corporation 
rdsley, New York 


4 
4 
4 
4 
21 
eG 
ns 
u 
& 


A-26 


“SEEING YELLOW” ON DIGITALIS LEAF 61-year old male with syphilitic heart disease, cardiac 


enlargement Grade Il, sinus rhythm, right bundle block and aortic insufficiency. Evaluated to be in class III-C. 
For 11 months, he took 0.1 Gm. of digitalis leaf daily. Admitted to hospital because of nausea, vomiting and 
disturbance in color-vision. Medication was discontinued for 30 days, after which he was redigitalized with 
digitoxin and discharged on 0.1 Gm. digitalis leaf daily. Four days later he was readmitted with nausea, vomiting, 
disturbed color-vision. Digitalis again discontinued for 5 days and toxic symptoms disappeared. Patient then 
placed on GITALIGIN, 0.5 mg. per day. There were no toxic signs or symptoms and failure was well controlled.’ 


“DIGITALIS TOXICITY IS SEEN WITH INCREASING FREQUENCY TODAY...”’ 


for maximal digitalis activity with minimal toxicity 


ita 
“,,. patients who became toxic very readily with other agents 
could later be satisfactorily digitalized with gitalin (GITALIGIN).”* 
Wider margin of safety—frequently effective in patients refractory to 
other digitalis glycosides - broader clinical utility—therapeutic dose 


only ¥3 the toxic dose - faster rate of elimination than digitoxin or digi- 


talis leaf. 2) Supplied: 0.5 mg. scored tablets—bottles of 30 and 100. 
1, Dimitroff, S. P. et al.: Ann. Int. Med. 39:1189, 1953. 2. Pastor, B. H.: GP 22:85,1960. 


tamorphous gitalin, White WHITE LABORATORIES, INC. Kenilworth, New Jersey 
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kor the 


irritable 
tract 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 


MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethy] chloride. 
Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


®Miltown + anticholinergic 


(i) LABORATORIES Cranbury, N. J. 
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INCREASES AND MAINTAINS BLOOD FLOW FOR 10-12 HOURS 


THAWS ICY HANDS AND FEET Roniacol Timespan promptly increases circulation in cold fingers and toes,? 
resulting in “less ischemic pain, improved pulses and increased skin temperature.”2 Action: specific dilation 
of peripheral vessels.! Result: Roniacol increases blood flow to ischemic extremities.35 Improved blood flow 
further minimizes the chance of ulcerations associated with peripheral arterial insufficiency. 


EACH DOSE ACTS FOR 10-12 HOURS New, sustained-release Roniacol Timespan provides convenience for your 
patients as well as daylong or nightlong relief of cold, aching extremities—one Timespan in the morning pre- 
cludes forgotten midday doses, another at night permits comfortable, uninterrupted sleep. 


NO CONTRAINDICATIONS—NEGLIGIBLE SIDE EFFECTS Unlike sympathetic blocking agents, Roniacol is selective— 
produces no cardiac stimulation, no hypotension, no gastrointestinal stimulation®.”— may be used safely in the 
presence of gastritis, peptic ulcer or coronary disease. Of 264 patients on Roniacol Timespan, only thirteen 
experienced side effects—none of them major.? 


RONIACOL TIMESPAN tablets are recommended for convenience of therapy in conditions associated with deficient 
circulation; e.g., peripheral vascular disease, including generalized arteriosclerosis, cerebral arteriosclerosis, 
varicose ulcers, decubital ulcers, chilblains, diabetic endarteritis, Meniere’s syndrome and vertigo due to 
impaired cerebral circulation. 


DOSAGE: One or two Roniacol Timespan tablets in the morning and at night. 
SUPPLY: Tablets of 150 mg, bottles of 50. When prolonged effects are not desired, prescribe Roniacol Tartrate Tablets, 50 mg, or Roniacol Elixir, 


50 mg per teaspoonful (5 cc). 

REFERENCES: 1. Reports on File, Roche Laboratories. 2. W. D. Westinghouse, Personal Communication. 3. E. C. Texter, et al., Am. J. M. Sc., 224:408, 
1952. 4. M. M. Fisher and H. E. Tebrock, New York J. Med., 53:65, 1953. 5. |. H. Richter, et al., New York J. Med., 51:1303, 1951. 6. C. M. Castro and 
L. De Soldati, Angiology, 4:165, 1953. 7. R. M. N. Crosby, Am. J. M. Sc., 225:61, 1953. 8. J. Dosdos and G. E. Arnold, Eye Ear Nose & Throat Month., 
38:1035, 1959. 

Roniacol®—brand of beta-pyridy! carbinol. Timespan® 


res ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc « Nutley 10, N. J. 


ONIACOL 
TIMESPAN 


SAFE, SPECIFIC PERIPHERAL VASODILATOR IN THE NEW SUSTAINED-RELEASE FORM 
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In a series of 24 handicapped arthritics 
treated with dexamethasone for 8 to 16 
months, ring size decreased consistently — 
objective evidence of antirheumatic effects 
which were maintained throughout the 
entire period of observation. Improvement 
was also noted in other antirheumatic 
indices, i. e., pain on motion, tenderness, 
swelling and morning stiffness. 


Supplied: as 0.75 mg.and 0.5 mg. scored, pentagon-shaped tablets 
in bottles of 100. Also available as Injection DECADRON Phos- 
phate and new Elixir DECADRON. Additional information on 
DECADRON is available to physicians on request. DECADRON 
is a trademark of Merck & Co., Inc. 
Reference: 1. Bunim, J. J., in Hollander, J. L.: Arthritis and Allied 
Conditions, ed. 6, Philadelphia, Lea & Febiger, 1960, p. 364. 
MERCK SHARP & DOHME 
Division of Merck & Co., INC,, West Point, Pa. 
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TREATS MORE PATIENTS MORE EFFECTIVELY 
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outstanding 
nutritional 
achievement 


Cross section, atherosclerotic artery 


MARGARINE 


scientifically formulated with 
pure liquid non-hydrogenated 
MAZOLA Corn Oil. 


AZOLA 


U.S. Pat. No. 2,955,039 


The average daily intake, two ounces or 56.8 Gm. 
(4 tablespoons) of MAZOLA Margarine, supplies 


Mazoia Margarine is an economical tablespread and 
serves as a solid shortening, rich in linoleates and low in 
saturates—making it an ideal dietary adjunct in the man- 
agement of serum cholesterol. It contains 2 to 3 times as 
much natural linoleic acid as any other margarine readily 
available in grocery stores from coast to coast, and 5 to 8 


times as much as butter, It contains no dairy or animal acid 
fats, no coconut oil, and no cholesterol. Saturated fatty acids 8 Gm. 
i 215 me. 

MAZOLA Margarine is indistinguishable from other 30 
quality margarines as to taste, aroma and handling Vitamin A 1870 USP units 
characteristics. Thus, it can be part of the regular diet _VitaminD 250 USP units 
Calories 415 


for the whole family, including the hypercholesterolemic 


Available in the refrigerator sections of grocery 


patient. The major ingredient in MazoLa Margarine — 
liquid Mazota Corn Oil—is NOT hydrogenated, thereby 
preserving its rich content of linoleates. 


Send for free booklet: 
“Recent Advances in the Dietary Control 


1 la’? 
. 


of Hyper 


BEST FOODS : Division of Corn Products Co., NEW YORK 22, N. Y. 


stores in the same general price range as other 
premium quality margarines, in 1-lb. packages (four 
Y% Ib. sticks). 
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ANNOUNCING— 

SPECIFICALLY FOR 
INFECTIONS DUE TO 

“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL” PENICILLIN 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


UNIQUE—BEGAUSE IT 
RETAINS ANTIBACTERIAL 

ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASES 
WHICH INACTIVATE 
OTHER PENICILLINS 


NEW SYNTHETIC PENICILLIN FOR “RESISTANT" ST. 


Bristol 
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LIND 


CUT HERE FOR FILING 


OFFICIAL PACKAGE CIRCULAR 
November, 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 
For Injection 


DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 

Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin), equivalent to 900 mg. dimethoxypheny] penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patiert. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


* Warning: -Solutions of STAPHCILLIN and kanamycin should not be 
mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 


*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 
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OFFICIAL PACKAGE CIRCULAR 
(continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 mcg./ml. on the average after a 1.0 Gm. dose) are 
attained within 1 hour; and then progressively decline to less than 
1 mcg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 


During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and StaPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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In the presence of staphylococcal 
penicillinase, STAPHCILLIN remained active 
and retained its antibacterial action. 

By contrast, penicillin G was rapidly 
destroyed in the same period of time. 
(After Gourevitch et al., to be published) 


a 

60, = 

z 2 

= 

a 

a = x 
w 

404 = 

= < 

xe 


STAPHCILLIN 
PENICILLIN G 


Specifically for “resistant” staph... 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


The failure of staphylococcal infections to respond to penicillin therapy is attributed to 
the penicillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 


Unlike other penicillins: 


1 Srapuciuww is effective because it retains its antibacterial activity despite the pres- 
ence of staphylococcal penicillinase. 


2 The clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
a wide variety of infections due to “resistant” staphylococci, many of which were serious 


and life-threatening. 


Like other penicillins: 

STAPHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
pain or irritation at the injection site is comparable to that following the injection of 
penicillin G. Jn occasional cases, typical penicillin reactions may be experienced. 


PROFESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
plete information on the indications, dosage, and precautions for the use of STAPHCILLIN. If you desire 
additional information concerning clinical experiences with STAPHCILLIN, the Medical Department of 
Bristol Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
PLaza 7-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N.Y. 20, N. Y. 


BRISTOL LABORATORIES > SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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Endocarditis, Septicemia, 
md Osteomyelitis 
10-year-old boy was admitted to 


Bhs hospital on August 11, 1960, 


acutely ill with high fever, and 


severe pain and swelling of the 
Hight knee, right thigh, and right 
sibow. Six days before, he 

had injured his right knee. On 
Sdmission he had a systolic 
murmur. A short time later cardiac 


Seeniargement, slurring of speech, 
and ataxia of the right arm and 


leg developed. Blood culture 
fevealed an abundant growth of 
Soagulase-positive staphylococci; 
fie same organisms were later 
identified in material drained 
from a large abscess surrounding 
part of the right femur, which 
was denuded of periosteum. The 
diagnosis was acute osteomyelitis, 
Septicemia, and endocarditis 


by staphylococcal infection. 


Over a period of 7 weeks, 

the following antibiotics were 
Administered, but were 
@iscontinued because of 
imadequate improvement or 
toxicity: penicillin G, 
tetracycline, chloramphenicol, 
Kanamycin, vancomycin, 
hovobiocin, erythromyein, and 
tistocetin. Staphcillin was 
Started on Sept. 29, 1960, 1 Gm. 
LM., 9.6h. (later reduced to 

8 Gm. daily), and was given for 
04 days. Shortly following 
initiation of this therapy, he 
became afebrile, and there was 
marked clinical improvement 
thereafter. There were no side 
effects from Staphcillin. As of 
March, 1961, he had had no 
recurrence of the infection, was 
afebrile, had gained weight and 
the ataxia and speech defect had 
almost disappeared. There was 
residual heart murmur. There 
were signs of osteomyelitis in the 
right femur on X-ray examination. 


Evans, W. E.: of Clin. 
Invest., Bristol Laboratories 


PHCILLIN ... HFFECTIVE IN 
INFECTIONS 


ECAUSED BY RESISTANT STAPHYLOCOCCI 


Empyema and Concurrent 
Pseudomonas Wound Infection 
A 61-year-old male was injured 
in an automobile accident. He 
was operated upon for lacerations 
of the spleen, left diaphragm, 
pericardium, and left ventricle. 
He later developed a Staph. 
aureus empyema and a 
Pseudomonas aeruginosa 
abdominal wound infection. 
Chloramphenicol, erythromycin, 
and penicillin G were given, 

but discontinued because of 
inefficacy. Staphcillin was then 
administered, 2 Gm. q.i.d., for 
30 days. Polymyxin B was 
administered concurrently for 
the Pseudomonas infection. 

The condition was improved, 
with apparent elimination of all 
infecting bacteria. 

Hewitt, W. L.: Report to Dept. of Clin. 

Invest., Bristol Laboratories. 


Pneumonia following 
Laparotomy 

A 37-year-old man had a 
laparotomy performed at which 
acute pancreatitis was found. 
Postoperatively, he developed a 
bilateral staphylococcal 
bronchopneumonia. The organism 
was resistant to penicillin G. 
Before the laboratory tests were 
reported, he had been given 
massive doses of penicillin G for 
three days with no temperature 
response. Staphcillin was given 
intravenously, 1 Gm. every four 
hours, after which his temperature 
became normal in 48 hours, 
“and his clinical response was 
most gratifying.” 

A.; Rodger, K. W., and 


E. E.: Canad. M J, 83:991 
(Nov. 8) 1960 


Enterocolitis after 

Abdominal Surgery 

A 65-year-old woman had profuse 
watery diarrhea 3 days after an 


abdominal operation. She became 
acutely ill, with a temperature of 
103°F., tachycardia, leukocytosis, 
and fluid and electrolyte loss. — 
Staphylococci in pure culture 
were identified on stool smear . 
and culture. Tetracycline, which 
she had been receiving since 
operation, was discontinued, and 
Staphcillin (1.5 Gm. every 6 
hours) administered parenterally. 
Within 48 hours she was 

afebrile, and the diarrhea had 
subsided. Staphylococci were 
eliminated from the stool. She 
received Staphcillin for 8 days, 
and was discharged as well on 

the 11th postoperative day. 


Rutenburg, A. M.; L., and 
Schweinburg, F. B.; N ew Eng. J . Med. 
263:1174 (Dec, 8) 1960 


Septicemia and Empyema — 
Abscesson Hip 

A 4-week-old infant was gravely 
ill with a large abscess on the right 
hip. Staph. aureus, type 80, was 
isolated from this abscess, from 
blood culture and urine, and from 
an empyema. There was no 
response to parenteral penicillin 
G and streptomycin, and 
treatment was begun with sodium 
methicillin. There was immediate 
improvement; the blood culture 
and urine became sterile; and 
within 5 days the discharge from 
the abscess cavity and empyema 
were also sterile. The infant’s 
general condition improved, and 
within two weeks he was lively 
and feeding well. Treatment was 
continued for 20 days, during 
which time all signs of active 
infection subsided. “There is 
little doubt,” reported the 
investigators, “that in this case 

a severe staphylococcal pyema 
was rapidly controlled and that 
BRL 1241 [sodium methicillin] 
had a life-saving effect.” 


G. T.; Nixon, H. MT. 
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STAPHCILLIN...EFFECTIVE IN 
SKIN, SOFT TISSUE AND BONE INFECTIONS 
# CAUSED BY RESISTANT STAPHYLOCOCCI 


mn Persistent Multiple Boils 

| A 58-year-old male, who for many 
weeks had suffered from multiple 
boils from which resistant 
staphylococci were isolated, was 
= treated for 3 days with sodium 


methicillin, 1 Gm., q. 4h., 


followed by 1 Gm. q. 6 h. for 
another 3 days. Previous 
treatment with chloramphenicol 
and erythromycin had been 
unsuccessful. At the end of the 
6-day period there was complete 
resolution of all the boils, and 
the patient was discharged from 
the hospital. There has been 

no recurrence. 


Knudsen, E. T., and Rolinson, G. N.: 
Brit. M. J. i1:700 (Sept.) 1960. 


Cellulitis and Abscess 

A 22-year-old male was treated 
for cellulitis and purulent abscess 
of the left thigh, resulting from a 
wound. Staph. aureus, resistant 
to penicillin G, was isolated from 
the wound tissue. Penicillin G, 
tetracycline, and erythromycin 
proved ineffective. Staphcillin 
was then administered for 17 
days, 1 Gm., 5 times daily. The 
elimination of the infective 
organisms was impressive. 


Bunn, P. A.: Report to Dept. of Clin. invest., 
Bristol Laboratories. 


Submandibular Abscess 

A 24-year-old man was suffering 
from a submandibular abscess 
secondary to obstruction and 
infection in the submandibular 
duct. This abscess was drained 

| surgically three days before 
antibiotic therapy, and a heavy 
growth of coagulase-positive 
Staph. aureus was cultured from 
the wound. He was given 
chloramphenicol (to which the 
organism was reported sensitive) 
for 7 days, but continued to have 
a positive culture. Staphcillin 
was then given intramuscularly 


for one week. The temperature 
dropped from 99.6°F. to normal 
within 24 hours. The drainage 
soon disappeared. The patient 
recovered, and was discharged 
from the hospital two weeks later 
without any subsequent 
antibiotic treatment. 


Branch, A.; Rodger, K. C.; Lee, R. W., and 
Power, E. E.: Canad. M. A. J. 83:991 (Nov. 5) 1960. 


Osteomyelitis of Femur — 
Recurrent for 3 Years 

A 42-year-old woman had a 
recurrent osteomyelitis of the left 
femoral shaft for three years. 
Upon this admission to the 
hospital, swelling, heat and 
tenderness of the thigh were 
present. Operation revealed a 
purulent abscess extending into 
the medullary bone. Cultures 
showed Staph. aureus. The 
patient was treated with 
Staphcillin and probenecid for 
6 days, following which the 
drainage became temporarily 
negative for staphylococci. After 
an interval of 10 days, a second 
course of the same treatment was 
started. Eight days later, the 
drainage became negative for 
staphylococci, and subsequently 
the incisions closed. The patient 
was treated for a total of 35 

days, and was discharged as 
symptematically improved. 

She was readmitted two months 
later, and was again treated 
with 8 Gm. of Staphcillin and 144 
Gm. of probenecid per day, for 
three months, with recovery. 


Rifkind, D., and Knight, V.: Report to 
Dept. of Clin. invent, Bristol Laboratories. 


Retropharyngeal Abscess 

A 24-year-old male was 

treated for a prevertebral, 
retropharyngeal abscess, The 
infection was caused by Staph. 
aureus, phage type 80/81. 
Tetracycline, novobiocin, and 


vancomycin were only partially 
effective. Staphcillin was then 
given I.M., 1 Gm. 6 times per day, 
for 24 days. The patient was 
cured. There was a mild local 
reaction, at the site of injection. 


Thompson, R. A.: Report to Dept. of Clin. invest., 
Bristol Laboratories. 


Multiple Carbuncles 
and Furunculosis 


A 53-year-old male orderly with 
multiple carbuncles and furuncles, 
from which staphylococci 
resistant to penicillin G were 
cultured, had been followed 

as an outpatient for five weeks. 
New lesions occurred in different 
areas, from which the same 
organisms were isolated. 
Staphcillin was given 
intramuscularly, 1 Gm. q. 6 h., 
for seven days. Follow-up 
cultures were negative, and all © 
lesions were closed. - 


Vertebral Osteomyelitis with 
Retroperitoneal Abscess 
(Superinfection) 

An 18-year-old patient with 
recurrent staphylococcal 
osteomyelitis of the spine, 
developed a retroperitoneal 
abscess. Previous therapy 

with chloramphenicol and 
erythromycin was ineffective. 
Staphcillin was given, 2 Gm. 

q. 6h., for 18 days, and 1 Gm. 
q. 6h., for 17 days. Superinfection 
with Pseudomonas aeruginosa 
occurred, and polymyxin B was 
given concurrently with 
Staphcillin. There was excellent 
clinical and bacteriological 
response to both antibiotics. Five 
months later, neither infection 
had recurred. 


Hewitt, W. L.: Report to . Of Clin. Invest., 
Bristol Laboratories. 
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STAPHCILLIN THERAPY... 


Summary of response in staphylococcal disease 


‘ TYPE OF INFECTION 


Soft tissue infection 


Lower respiratory 
(pneumonia, empyema 
bronchitis, lung abscess) 


Osteomyelitis - 
Septicemia 


Endocarditis 
(acute & subacute) 


Genitourinary 
Upper respiratory 
Enterocolitis 


CNS (abscesses and 
meningitis) 


Septic arthritis 


433 349 25 , 33 (7) 


*[S-satisfactory response; improved or cured] [NC-no change] [I-indeterminate response; not stated or insufficient data) [D-died; ()-No. of 
deaths due to infection; other deaths were due to causes such as coronary thrombosis, pulmonary embolism, terminal carcinoma, etc.] 
The data in the above table were compiled from published articles and reports to The Départment of Clinical Investigation 
of Bristol Laboratories. 


Of the 433 patients included in this summary, 256 received one or more of 21 different 
antibacterial agents prior to initiation of Staphcillin therapy. Among these patients, 147 received 
chloramphenicol, 72 received erythromycin, 34 received kanamycin, 28 received novobiocin, 

28 received vancomycin. . 

The two major reasons given for discontinuing other antibiotics were: 

1. previous antibiotic was ineffective; 2. previous antibiotic demonstrated toxicity. 
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SUMMARY OF 
SENSITIVITY 
STUDIES 


Published data and reports to 

the Department of Clinical 
Investigation, Bristol Laboratories, 
concerning sensitivity of 
staphylococci to Staphcillin 

are summarized to date 

(March, 1961) as follows: 


Total number of isolates... .. 8,060 


No. of isolates with a 

Minimum Inhibitory 
Concentration (M.I.C.) 

of 6.25 mcg./ml. or less 

(45 investigators) ........... 8,052 


No. of isolates with an M.I.C. 
of more than 6.25 mcg./ml. 
(4 investigators: Jevons, 


Rutenburg, Katz, Eichenwald)....8 
(0.09%) 


Blood levels well over 12 mcg./ml. 
are commonly reached for limited 
periods following the recommended 
or L.V. dosage of Staphcillin. 
Many infections caused by strains 
with an M.L.C. of 6.25 mcg./ml. have 
responded well to treatment with 
the recommended.dosage. The rare © 
incidence to date of strains of 
staphylococci with an M.I.C. of 
more than 6.25 mcg./ml. is shown in 
the above summary (0.09% of 

8,060 isolates). Only in the future, 
following treatment of a sufficient 
number of such cases, can it be 
known whether they will respond to 
Staphcillin, and further, what the 
highest M.I.C. might be that is 
consistent with good 

clinical response. 


THE ACTIVITY 

OF STAPHCILLIN 
IS VIRTUALLY 
UNAFFECTED BY 
STAPHYLOCOCCAL 
PENICILLINASES 


The width of the clear zones around 
the sensitivity discs in Figs. 1 and 

2 shows that Staphcillin acts against 
this resistant strain, and that 
penicillin G has little or no effect. 
The similarity in the width of the 
zones around Staphcillin discs in the 
light and heavy (increased 
concentration of penicillinase) 
inccula shows that penicillinase- 
producing staphylococci have 


CONCURRENT 
ANTIBIOTIC 
THERAPY IN 
MIXED OR 
SUPERINFECTIONS 


If mixed or superinfections due t@ 
Gram-negative organisms occur om 
during Staphcillin therapy, 
appropriate measures should be 
taken. Clinical experience reported 
to the Department of Clinical 
Investigation, Bristol Laboratories 
can be summarized as follows: 
One or more antibiotics were 
employed concurrently with 
Staphcillin in the treatment of 


; 


virtually no effect on the 88 patients. Of these, 73 improved, 
antistaphylococcal activity and there was no change in 5. 

of Staphcillin. There were 10 deaths, all of which 
The clinical effective of were unrelated to antibiotic 


therapy; e.g., coronary thrombosis, 
pulmonary embolism, terminal 
carcinoma, etc. Among the 
antibiotics most commonly used 
with Staphcillin in this series of 
88 patients were polymyxin, 
colistin, bacitracin, streptomycin, 
kanamycin and chloramphenicol, 


Staphcillin against penicillin 
G-resistant staphylococci is most 
probably related to Staphcillin’s 
demonstrated resistance to 
destruction by penicillinase. 


Penicillin 
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when patients complain of 


new 


MYLICON relieves the gastrointestinal distress 
produced by entrapped gas. MYLICON’s defoam- 
ing action changes the surface tension of gas 
bubbles, permitting them to coalesce. This gas is 
released and eliminated by belching or passing 
flatus. MYLICON is physiologically inert, nontoxic. 
Gas entrapment and distention can result from 
Spastic Colitis, Aerophagia, Postoperative Gas, 
Postgastrectomy Syndrome, Hyperacidity, Hia- 
tus Hernia, Diverticulitis, Gastric and Duodenal 
Ulcers. 
Pleasant tasting, soft chewable tablets can be taken 
without water. 
_ One white scored tablet contains: 
Methylpolysiloxane, a silicone............... 40 mg. 
DOSAGE: one tablet after each meal and at bedtime. 
SUPPLIED: bottles of 100 and 500 tablets at all 


pharmacies. 

References: “Intestinal Gas and Bloating; Treatment with 
Meithylpolysiloxane;’ Am. Pract. & Dig. of Treat., 11:52. 
(Jan.) 1960. 

“Use of Silicone in the Treatment of Intestinal Gas and 
Bloating; J.A.M.A., 174:2052, (Dec. 17) 1960. 


alco NEW MYLICON® DROPS 


for infant colic caused by excessive air swallowing or 
inability to belch or pass flatus. 


MYLICON DROPS (0.3 cc. to 0.6 cc.) can be given 
directly from the dropper or added to each feeding. 

Each 0.6 cc. represents 40 mg. of methylpolysiloxane, 
equivalent to one MYLICON tablet. 


Available at all pharmacies in bottles of 30 cc. of drops. 


THE STUART COMPANY 
PASADENA, CALIFORNIA 


11881/4100 
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Flexible Modess Tampons 
are designed to curve 
. naturally below the uterus— 
providing complete 
absorbency for all lines 
of menstrual flow. : 
Flexible Modess Tampons eee 
assure your patient of more 
protection, more comfort 
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IMPROVE 
HEPATO- 
BILIARY 
FUNCTION 
AT THE 
CELLULAR 
LEVEL WITH 


CHOLAN- 
HMB* 


Cholan-HMB contains chemically pure oxidized bile acid to stimulate 
the production of a large volume of thin bile, flush the biliary tree, 
improve digestion of fats, and relieve the symptoms of dyspepsia, 
constipation and indigestion caused by intrahepatic biliary stasis. 
To counteract spasm of the biliary sphincters and relax the 
gallbladder, Cholan-HMB contains spasmolytic homatropine methyl- 
bromide. The mild sedative component helps to calm the tense, 
emotional patient with hepatobiliary dysfunction. Cholan-HMB pro- 
vides physiologic and symptomatic relief of biliary stasis in primary 
biliary dyskinesia, pre- and postcholecystectomy syndrome, cholan- 
gitis, and digestive disturbances of pregnancy. 
Cholan-HMB® — dehydrocholic acid, Maltbie, 250 mg.; 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. 1 or 2 tablets t.i.d. after meals. 
Cholan-V® — dehydrocholic acid, Maltbie, 250 mg., and 5 mg. homatropine 
methylbromide. 1 or 2 tablets t.i.d. after meals. 


Cholan-DH® — dehydrocholic acid, Maltbie, 250 mg. 1 or 2 tablets t.i.d. 
after meals. 

Supplied: Bottles of 100, 500, and 1,000 tablets. 

Contraindication: severe hepatitis; complete obstruc- 

tion of the hepatic or common bile ducts; glaucoma aie 


Maltbie Laboratories Division, Wallace & Tiernan Inc., Belleville 9, New Jersey 
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IT MAY BE EARLY OSTEOARTHRITIS 


The favored corticoid-salicylate compound. For more effective and comprehensive, 
yet conservative, treatment than either steroids or salicylates alone... the outstanding anti-in- 
flammatory effect of prednisone’...the supportive antirheumatic action of aspirin®?.to bring rapid 
pain relief and quiet the inflammatory process. SIGMAGEN offers less likelihood of treatment- 
terminating side effects.? SIGMAGEN is available in bottles of 100 and 1000. 


METICORTEN® (prednisone)......safer, reduced 
Acetylsalicylic acid..............supportive anti-inflammatory-analgesic.............325 mg. 
Aluminum hydroxide ............a buffer for better toleration .........ssesecsseeeeseee 75 mg. 
Ascorbic acid supplementation 20 mg. 


References: 1. Cohen, A., et al.: J.A.M.A. 165:225, 1957. 2. Sples, T. D., et al.: J.A.M.A. 159:645, 1955. 
3. Stecher, R. M.: Panel Discussion, Ohio M. J. 52:1037, 1956. 
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IT MAY BE EARLY RHEUMATOID ARTHRITIS 
| IT MAY BE CHRONIC BURSITIS 7 
IT MAY BE MYOFIBROSITIS 
| 
* 
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Keeps patients 
comfortable 
arthritic 
flare-ups 


With Somacort to 

relax muscles and relieve pain, 
tender joints need far less steroid 
to reduce inflammation’ 


Somacort is a safe, logical step-up in treatment 
during the rough days when your patients need 
more than salicylates to keep comfortable and 
active. 


Soma, by itself, benefits many arthritics by re- 
lieving the muscle spasm and pain which arise 
from joint inflammation. Thus with Somacort, 
which combines Soma with prednisolone, the 
amount of steroid needed to control inflamma- 
tion can be kept within more conservative limits. 


Somacort is well tolerated even when used for Ae 
long-term therapy in more serious cases. , ae 
Recommended dosage: 1 or 2 tablets q.i.d. 
(Each tablet contains 350 mg. carisoprodol, 2 “ ee 
mg. prednisolone) 


1. Wein, A. B.: The Use of Carisoprodol (SOMA) in Orthopedic Surgery 
and Rehabilitation. Miller, James G., ed., Wayne State University Press, 
Detroit, Michigan, 1959. 
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OPTIMUM NUTRITION 
Providing all the normal 
dietary requirements plus 
a reserve for stress situa- 
tions while avoiding the 


-hazards of excessive 


amounts of individual 
nutrients. 


THE BAKER LABORATORIES, INC., Cleveland 15, Ohio 


Sturdy,well satisfied babies 


BAKER’S MODIFIED MILK 
PROVIDES OPTIMUM 


PROTEIN NUTRITION 


“There is abundant clinical evidence... that formula- 
fed infants receiving high protein allowances compare 
favorably to thriving breast-fed infants.”! Authorities,2 
whose experience with the hunger of infants fed even 
3.5 grams of protein per kilogram, have opposed intakes 
of cows’ milk which would give less protein. 


Baker’s Modified Milk supplies a protein level of 3.7 
grams per kilogram of body weight per day to meet 
normal needs and to provide a dietary reserve for 
increased protein demands caused by fever, diarrhea 
and infections. An adequate water reserve is also 
provided for renal function and proper water balance 
by the 20 Cal/oz. dilution.3 


Because an infant's health depends upon total 
adequacy of his diet,4 Baker’s Modified Milk supplies 
an optimum protein level, 6% of the calories as essen- 
tial linoleic acid, and contains 7% carbohydrate com- 
posed of multiple sugars, the R.D.A.5 of vitamins, and 
7.5 mg. of iron per quart of formula. 


1. Hill, L. F.: J. Pediatrics 54: 545 (1959) 2. Gordon, H.H., and Ganson, A.F.: 
J. Pediatrics 54: 503 (1959) 3. A.A.P. Committee on Nutrition, Pediatrics 19: 
339 (1957) 4. Woodruff, Calvin W.: J. A. M. A. 175: 114 (1961) 5. Recom- 

ded Dietary All , NAS-NRC Publication 589 (1958) 6. U.S.P.H.S. 
Milk Code, Federal Security Agency Publ. 220 (1953) 


Bakers 
MODIFICD MILK 


Made only from Grade A milk*—scientifically formulated to duplicate 
the nutritional results of human milk. Powder/Liquid 
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Because of its pronounced calming effect, “Thorazine’ is an out- 


standing agent for patients in whom agitation and 


present a management problem. In severe cases, ini use 0! 
intramuscular administration may be desirable to control symptoms 
promptly. 

Before goneceing ‘Thorazine’ for other indications than those 
given below, the p = prom should be familiar with the dosage, side 
effects, cautions and contraindications for such uses. This informa- 
tion is available jn the Thorazine® Reference Manual and Physicians’ 
Desk Reference, and from your F representative or your 
pharmacist. 


ADULT DOSAGE AND ADMINISTRATION 

Dosage should always be adjusted to the response of the individual 
and the severity of the condition. It is important to increase dosage 
until symptoms are controlled or side effects become troublesome. 


Mental and Emotional Disturbances of Everyday Practice— 
Depending on severity, starting oral dosage is 10 mg. t.i.d. or q.i.d., 
or 25 mg. b.i.d. or t.i.d, After a day or two, dosage may be i in- 
by increments of 20 mg. to 50 mg. daily, at semiweekly 
intervals (increase should be more gradual in emaciated or senile 
patients) until achieving maximum clinical response. Continue 
dosage at this level for at least two weeks; then it can usually 
reduced to a maintenance level. A daily dosage of 200 mg. is 
das e,”” but in some cases, such as dischar mental patients, 
> as high as 800 mg. may be necessary. Starting intra- 
pw se is 25 mg. (1 cc.). If necessary, and if no hypotension 
occurs, repeat the initial dose in one hour. Subsequent dosages 
should be oral, starting at 25 mg. to 50 mg. t.i.d. 


Alcoholism—Severely a posted patients: Starting intramuscular 
dose is 25 mg. to 50 mg. (1-2 cc.). Repeat initial dose if necessary 
and if no hypotension occurs. subsequent ora dosages at 25 
mg. to 50 mg. t.i.d. Agitated but m ts: Starting 
oral dose is 50 mg., followed by 25 mg. to 50 mg. _t.i.d. For ambu- 
latory patients with withdrawal symptoms or sober chronic alco- 
holics, starting oral dosage is 10 mg. t.i.d. or q.i.d., or 25 mg. b.i.d. 
or t.id. Patients in a stuporous condition should be allowed to 
dene off some of the effects of the alcohol before “Thorazine’ is 
administ 


Hospitalized Psychiatric Patients— Acutely agitated, manic, or 
ro Starting intramuscular aoe i is 25 mg. (1 cc.). If 
= > ae tension occurs, an additional 25 mg. to 50 mg. 
injection may given after one hour. Subsequent intramus 
dosages may be in gradually over a period of several da — 
even up to 400 mg. q4- a is Laamenaey severe cases—unti 
patient is controlled. (In el — or emaciated patients the dosa osige 
should be in more ‘i lowly than in other patients.) Us 
the patient becomes quiet and cooperative within 24 to 48 hours 
after the initial dose, at which time oral doses may gradually be 
substituted for intramus doses (mg. for m aos or higher). Even 
if control is not complete, oral doses may gradually replace intra- 
musc doses. During this period, oral dosage should be in- 
creased rapidly until the patient is calm. Usually an oral dose of 
500 m ae a day is sufficient but, if necessary, the , ay may be 
~ ly increased still further to 2,000 Ps a day or higher. 
ss acutely agitated patients: Starting ne se is 25 mg. t.i.d. 
Sebsoquen y, increase the amount grad ually until an effective 
dosage is reached—usually 400 mg. daily i$ sufficient. Duration 
of therapy: \t is important to determine the optimal dosage regi- 
men and to continue treatment long enough for maximum clini 
response. Maximum improvement is sometimes not apparent until 
after weeks or even months of therapy. 


PEDIATRIC DOSAGE AND ADMINISTRATION 
papenier Disorders — Oral dosage is on the basis of % mg./Ib. of 

body weight q4-6h, until symptoms are controlled (i.e., for 40 Ib. 
child —10 mg. q 4-6h culate “Thorazine’ Syrup dosage at 
10 mg./5 cc. tsp. Rectal dosage is on the basis of % mg./Ib. of 
body weight recy +p £.n. (i.e., for 20-30 lb. child—half of a 25 me. 
pository q6-8h) tramuscular dosage is on the basis ot % mg./l 

y wei 6-8h, p.r.n. In children up to 5 years (or 50 lbs.) — 

over 40 In In children 5-12 years (or 50-100 )—not 
over 75 mg./da ote: In severe cases, 50-100 mg. been 
used and, in older children, 200 mg. 


IMPORTANT NOTES ON INJECTION 

Except for acute ambulatory cases, parenteral administration should 
gen y be reserved for fast patients. Parenteral administra- 
tion should always be made with the Sia lying down and re- 
maining so for at least % hour afterwar possible hypo- 
tensive effects. The injection should be given slowly, deep into the 
upper outer quadrant of the buttock. If irritation and pain at the 
site of injection are problems, dilution of “Thorazine’ Injection 
with physiologic saline solution or 2% procaine solution may be 
helpful. Subcutaneous administration is not advisable, and care 
should be taken to avoid injecting undiluted “‘Thorazine’ Injection 
into a vein. Intravenous administration is recommended only for 
severe hiccups and surgery. use contact dermatitis has hens 
reported, avoid getting the solution on hands or clothing. 


SIDE EFFECTS 

The drowsiness caused by “Thorazine’ may be unwanted in some 

es It is usually mild to moderate and disappears after the 
t or second week of therapy. If, however, drowsiness is trouble- 

some, it can usually controlled by lowering the dosage or by 

administering small amounts of dextro amphetamine. 


Other side effects that have been reported occasionally are dryness 
of the mouth, nasal congestion, some constipation, miosis in a 
few patients and, very rarely, mydriasis. Mild fever (99°F.) may 
occur occasional]; durin a ‘first days of therapy with large intra- 


muscular doses. During orazine’ therapy some patients have an 
increased appetite and gain weight. Usually these patients reach a 
plateau beyond which they do not gain further weight. 


CAUTIONS 
Jaundice: YY the more than 14 million gees who have been 
treated with “Thorazine’ in the United States, the incidence of 
of indication, dosage, or mode of adminis- 
tration—has low. Few cases have occurred in less than one 
week or after six weeks. Jaundice due to “Thorazine’ is of the so- 
hal type; is without parenchymal damage; and is 
prom reversible upon the withdrawal of orazine’. 
liver function tests of “‘Thorazine’-induced jaun- 
dice lice give : picture which mimics extrahepatic obstruction, explora- 
parotomy should be withheld until sufficient studies confirm 
obstruction. 


‘THORAZINE’ PRESCRIBING INFORMATION 


Aqueetineyinsies Agranulocytosis, although rare, has been te 

in patients on “Thorazine’ therapy. Patients receiving 
Thorazine’ should be observed regularly pret asked to report at 
once the sudden ap; nce of sore throat or other signs of infec. 
tion. If white bl counts and differential smears give an indica. 
tion of cellular depression, the drug should be discontinued, and 
antibiotic and other suitable coer s should hey instituted. Because 
most reported cases have occurred between the fourth and the tenth 
weeks of treatment, patients on prolonged therapy should be ob. 
served particularly during that period. 


A moderate suppression of total white blood cells is sometimes ob- 

served in patients on “Thorazine’ therapy. If not accompanied by 

ow symptoms, it is not an indication for discontinuing 
orazine’. 


Potentiation: ‘Thorazine’ prolongs and intensifies the action of 
many centsal nervous system d sants, such as barbiturates and 
narcotics. Consequently, it is advisable to stop administration of 
such depressants before initiating orazine’ therapy. Later the 
depressant agents may be etal. starting with low doses, and 
increasing according to response. Approximately Y% to % the usual 
dosage of such agents is required when they are given in combina- 
tion with “Thorazine’. (However, ‘Thorazine’ does not potentiate 
the anticonvulsant action of barbiturates. In patients who are 
receiving anticonvulsants, the dosage of these agents—includi 
barbiturates—should not af reduced if “Thorazine’ is start 
Rather, “Thorazine’ should be started at a very low dosage and 
increased, if necessary.) 


Hypotensive Effect: Postural hypotension and simple tachycardia 
may be noted in some patients. In these patients, momentary 
fainting and some dizziness are characteristic and usually occur 
a after the first parenteral dose, occasionall y nally after a subsequent 
parenteral dose—very rarely after the f first oral dose. In most cases, 
prompt recovery is spontaneous and all symptoms disappear within 
¥Y% to 2 hours with no subsequent ill effects. Occasionally, however, 
this hypotensive effect may be more severe and prolo » Pro- 
ducing a shock-like condition. 


In consideration of possible hypotensive effects, the goons should 
be kept under observation (preferably lying down) ‘or some time 
after the initial parenteral dose. If, on rare occasions, hypotension 
does occur, it can ordinarily be controlled by gicias the — in 
a recumbent position with head lowered and legs rais a, is 
desirable to administer a vasoconstrictor, ‘Levophed’ od. Neo- 
Synephrine’* are the most suitable. Other pressor agents, including 
epinephrine, are not recommended because phenothiazine deriva- 
tives may reverse the usual elevating action of these agents and 
cause a further lowering of blood pressure. 


Antiemetic The ip should always bear in mind that 
the antiemetic effect of “Thorazine’ may mask signs of overdosage 
of toxic drugs and may obscure diagnosis of conditions such as 
intestinal obstruction and brain tumor. 


Reactions: reactions have been 

ost have been of a mild urticarial type, suggesting 
7; origin. Some of them appear to be due to photosensitivity, 
and it is advisable that patients on “Thorazine’ avoid undue ex- 
posure to the summer sun. 


Neuromuscular Reactions: With very large doses of “Thorazine’, 
ra frequently used in psychiatric cases over long periods, there 

have been a few patients who have exhibited neuromuscular re- 
actions (extrapyramidal symptoms) which closely resemble parkin- 
sonism. Such symptoms are reversible and us hogs ap vl within 
a short time after the dosage has been decreased or the dru hg 
porarily withdrawn. These neuromuscular reactions can also be 
controlled by the concomitant administration of standard anti- 
parkinsonism agents. 


Lactation: Moderate op capieenment of the breast with lactation has 
been observed in fe patients receiving —. large doses of 
‘Thorazine’. This, however, is a transitory ~~ —_ which dis- 
appears on reduction of dosage or withdrawal of the drug. 


CONTRAINDICATIONS 

In comatose states due to central nervous system depressants 
(alcohol, barbiturates, narcotics, etc.), and also in patients under 
the influence of large amounts of barbiturates or natcotics. 


AVAILABLE 

Tablets, 10 mg., 25 mg., 50 mg. and 100 ms. is in bottles of 50, 
500 and 5000; 200 mg., for use in mental hospitals, in bottles of 
500 and 5000. (Each tablet contains chlorpromazine vhpdeochioride, 
10 mg., 25 mg., 50 mg., 100 mg., or 200 mg.) 


Ampuls, 1 cc. and 2 cc. (25 mg./cc.), in boxes of 6, 100 and 500. 

(Each cc. contains, in aqueous solution, c: lorpromazine hydro- 

25 mg.; ascorbic acid, 2 m bisulfite, 1 mg.; 
ium sulfite, 1 mg.; sodium ‘chloride, 6 mg.) 


Multiple-dose Vials, 10 cc. (25 mg./cc.), in boxes of 1, 20 and 
100. (Each cc. contains, in aqueous a ag chlorpromazine 
hydrochloride, 25 mg.; ascorbic acid, 2 mg.; sodium bisulfite, 1 
mg.; sodium sulfite, i mg.; sodium chloride, 1 mg. Contains 
benzyl alcohol, 2%, as preservative.) 


Spansule® capsules, 30 mg., 75 mg., 150 mg. and 200 mg., in 
bottles of 30, 250 and 1500; ‘also 300 mg., in bottles of 30 a 
1500. (Each ‘Spansule’ capsule contains chlorpromazine hy 
chloride, 30 mg., 75 mg., 150 mg., 200 mg., or 300 mg.) 


Syrup, 10 mg./teaspoonful (5 cc.), in 4 fl. oz. bottles. (Each 5 cc. 
contains chlorpromazine hydrochloride, 10 mg.) 


Suppositories, 25 mg. and 100 mg., in boxes of 6. (Each supposi- 
tory contains chlorpromazine, 25 mg. or 100 mg.; glycerin, gly- 
ceryl monopalmitate, glyceryl monostearate, hydrogenated cocoa- 
ae aes acids, hydrogenated palm kernel oil fatty acids, 
ecithin. 


Concentrate (for hospital use), 30 mg./cc. 
packages of 12 and on id in 1 gal. 
chlorpromazine Pos 30 mg.) 


., in 4 fl. oz. bottles, 
. (Each cc. contains 


¥ Levophed’ and ‘Neo- Synephrine’ are the trademarks (Reg. U.S. 
Pat. Of. ) of Winthrop Laboratories for its brands of levarterenol 
and phenylephrine respectively. 
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brand of chlorpromazine 


itation in patients such as alcoholics, 
‘seniles and hyperkinetic children. Bellig- 
‘promptly to more rational behavior, 
n.patients in the United States during 
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dicated in all degrees of hypertension 
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uvoneDIURIL with RESERPINE 


HYDROCHLOROTHIAZIDE 


effective by itself 


*case report 


before 
treatment | 
= Cardiac enlargement and 
after one month 
cleari\ g of congestion. 
| 


palpable 5 fingerbreadths 


below costal margin. 


HYDROPRES-25 


25 mg. HydroDIURIL hydrochlorothiazide, 0.125 
mg. reserpine per tablet. One tablet one to 
four times a day. 


also available: 


HYDROPRESKa-25 


25 mg. HydroDIURIL hydrochlorothiazide, 0.125 
mg. reserpine, 572 mg. potassium chloride 
(equivalent to 300 mg. potassium) per tablet. 


Weight 105 pounds. 


HYDROPRES-50 


50 mg. HydroDIURIL hydrochlorothiazide, 0.125 
mg. reserpine per tablet. One tablet one or 
two times a day. 


HYDROPRESKa-50 


50 mg. HydroDIURIL hydrochlorothiazide, 0.125 
mg. reserpine, 572 mg. potassium chloride 
(equivalent to 300 mg. potassium) per tablet. 


It is essential to reduce the dosage of other antihypertensive agents, particularly the ganglion blockers, 
by at least 50 per cent immediately upon addition of these agents or of HYDROPRES Tablets to the regimen. 


Before pore or administering HYDROPRES, the physician should consult the 


informat 


ion on use accompanying the package or available on request. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


THYDROPRES, HYDROPRES-Ka, AND HYDRODIURIL ARE TRADEMARKS OF MERCK & CO., INC, 


“wit emorthages. Weight 110% pounds. 
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continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT” is non-hypertensive, 
non-excitatory. 


Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


1. Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 153: 1260, 1953. 8. Connolly, R.: W. Va. Med. J. 56: 263, 1960. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


PHARMACAL COMPANY affiliate of PHILIPS ROXANE, INC. 
Columbus 16, Ohio 


References: 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic psychosis. 
Contraindications: None known in 
recommended dosage. 

Dosage: One GERONIAZOL TT* 
tablet, b. i. d. 


Supplied: Bottles of 42 tablets (3 
weeks’ treatment). 
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NOW ..- 


add the essential maternal element 


lacking in infant formulas 


POLYMUL, a unique combination of polyunsaturated fatty acids protected by anti- 
oxidant tocopherols, makes any infant feeding formula a “true substitute” for mother’s milk.! 
Today, infant formulas are adjusted in nutritional values to simulate human milk—however, 
they lack the type of fat which determines the degree of utilization of the nutritional elements. 
Blood assays and clinical evidence demonstrate that with POLYMUL absorption, transport, 


new... 


POLYMUL* 


Infant 
Nutrition 
Supplement 


and actual cell utilization of nutritional elements approximate mother’s milk.?:3:4 
increases caloric efficiency of any infant formula®? to equal mother’s milk 


satisfies hunger longer with less formula 2:35 


helps protect against allergy ... allergic symptoms—infantile asthma, eczema, diarrhea— 


tend to regress*: 57:10 
improves skin texture? ® 


POLYMUL...12 years of clinical research ... thousands of blood assays‘ 


Each 1 cc. POLYMUL ‘dispensulet’ contains 950 mg. of unsaturated fatty acid glycerides providing: 


Linoleic & Linolenic Acids 600 mg. 
Tetra, Penta & Hexaenoic Acids 100 mg. 
Oleic & Saturated Acids - 150 mg. 
Mixed Tocopherols 5 mg. 
Polysorbate 80 50 mg. 


Dosage: 2 to 4 cc. per day. Average dose 3 cc. per day. Contents of 3 POLYMUL 
‘dispensulets’ in formula after sterilization or one ‘dispensulet’ to 4 ounces of 
formula for three feedings. 

Supply: 

Convenient, accurate ‘dispensulets’ (1 cc.) in dispensing carton of 100—over one 
month’s supply. 


1. Worne, H. E., and Smith, L, W.: N. Y. Physician and Am, Med, 68: 44 (Dec.) 1959. 2. Smith, L. W., and Worne, H. E.: Antibiotic Med. and Clin. Therapy 4: 516 
(Sept.) 1967. 3. Worne. H. E., and Smith, L. W.: 5th International Congress of Bronchoesophagology, Vienna, Austria (Aug. 31) 1956, 4. Clinical reports on file at 
Industr Inc. 5. Weise, H. F., Hansen, A. E., and Adam, D. J. D.: J. Nutrition 66: 345 (Nov.) 1958. 6. Adam, D. J. D., Hansen, A. E., and Weise, H. F.: 
J. Nutrition 66: 555 (Dec.) 1958. 7. Hansen, A. E., et al J. Nutrition 66: 565 (Dec.) 1958. 8. Ivy, A. C.: J. A. M. A. 105: 5-6 1935. 9. Lim, R. K. S., et al: Proc. Soc. 


Exp. Biol. Med. $7: 890, 1990. 10. Smith, L. W., and Worne, H. E.: Am. J. Med. Sc. 297: G02 (May) 1989. 


PHARMACEUTICAL 
INDUSTRIES, 

INC. 

Erlton, 

New Jersey 
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Put your 
low-back patient § 
back on the payroll § 


Soma relieves stiffness 
—stops pain, too 


- YOUR CONCERN: Rapid relief from pain for your 
: patient. Get him*back to his normal activity, fast! 


HOW SOMA HELPs: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 


in days instead of weeks. 
The muscle relaxant with an independent pain-relieving action 


Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 


Soma is notably safe. Side effects are rare. Drow- 
wy : siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets, USUAL DOSAGE: 

1 TABLET Q.I.D. 


(carisoprodol, Wallace) 
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SPECIFIC ACTION... 
FROM CARDIOSPASM TO RECTOSPASM 


CAPSULES 


DACTIL 


the only brand of piperidolate hydrochloride 


FOR UPPER G.I. DISTRESS 


* “unique” antispasmodic with power- 
ful local anesthetic properties! 
“... specific for upper gastrointestinal 
pain and spasm...’ 
« “...no toxic effects resulting from the 
clinical use of this compound have 
been reported.” 


TABLETS 


CANTIL 


the only brand of mepenzolate bromide 


FOR THE COLON 
“ ..the most effective available 
colonic anticholinergic...’ 
“...provides selective action, 
confined principally to the lower 
G.I. tract.’”4 
singularly free of the side- 
effects commonly encountered 
_ with anticholinergics.”> 


DACTIL provides most rapid relief of gastrointes- | CANTIL is highly effective in ulcerative colitis, irritable 
tinal spasm, biliary spasm, cardiospasm, pyloro- colon, mucous colitis, spastic colitis, diverticulitis, 
spasm, spasm of biliary sphincter, biliary diverticulosis, malabsorption syndrome, rectospasm, 
dyskinesia, gastric neurosis and irritability, post- diarrhea following G.I. surgery, bacillary and para- 
gastrectomy syndrome,and is useful as adjunctive sitic disorders. 


therapy in selected inflammatory hypermotility The effect of CANTIL on the bladder is negligible, but 
states. DACTIL is almost entirely free of side caution should be observed in patients with prostatic 
effects but should be withheld in glaucoma. hypertrophy. As with all anticholinergics, it should 
Supplied: pactm. (plain) 50 mg.; and pact with be withheld in glaucoma. 
Phenobarbital, 50 mg., with 16 mg. phenobarbital 
. . pplied: CANTIL (plain) 25 mg.; and CANTIL with Pheno- 
(may be habit forming). Bottles of 50. barbital, 25 mg., with 16 mg. of phenobarbital (may be 
habit forming). Bottles of 100 and 250. 
References: (1) Rider, J. A.; Moeller, H. C., and Lee, J.: Am. J. 
Gastroenterol. 32:714, 1959. (2) Modern Drug Encyclopedia and 
Therapeutic Index, ed. 6, New York, Drug Publications, Inc., 1955, 
‘LAKESIDE p. 281. (3) Kleckner, M. S., Jr.: J. Louisiana M. Soc. 108 :359, 1956. 
(4) Kleckner, M. S., Jr.: Clin. Res. Proc. 5:19, 1957. (5) Riese, 
J. A.: Am. J. Gastroenterol. 28 :541, 1957. 72661 
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VITAMINS ARE THERAPY 


STRESS FORMULA LEDERLE 


Therapeutic B and C vitamins 
rapidly restore essential nutri- 
ents lost during the acute 
phase, and help mobilize body 
defenses during convalescence. 
STRESSCAPS helps condition — 
the body to respond to primary _ 
therapy. 
Packaged (30 and 100) in decora- — 
tive “reminder” jar. 
Each capsule contains: 
Thiamine Mononitrate . 
Riboflavin: (Gs) 10 
Niacinamide. 
Aacorbic Acid (6)... 
Pyridoxine HCt (Ba) . 
Calcium Pantothenate. 
Average dose: 1 to 2 capsules dalty, 
Request complete information on in- 
dications, dosage, precautions and 
contraindications from yourLederte 
representative, or write to Medical 
Advisory Department, 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
A-52 


Didrex doesn’t perform miracles... 
it just helps the obese patient do 


It herself. The reason is simple: persistent, significant 
loss of weight, up to 30 weeks in reported cases, helps to preclude 
the “weight plateau” that so often discourages dieters after a 
few weeks. Thus, time and will become your allies in changing the 
patient's dietary habits built over months or years of weight ac- 
cumulation. Didrex may be used in closely supervised diabetic, 
coronary insufficient, and hypertensive patients. 


JOURNAL A.O.A., VOL. 60, MAY 1961 


Upjohn 


sth 


BRIEF BASIC INFORMATION 


Description: Didrex is the Upjohn brand of pasar vag 
hydrochloride [(+-)-N-benzyl-N, a-di hy- 
drochloridej. A sympathomimetic compound with marked ano- 
rectic action and relatively little stimulating effect on the 
CNS or cardiovascular system. 

Indications: Control of exogenous obesity. 

Contraindications: None known to date. However, use with cau- 
tion in moderate or severe hypertension, thyrotoxicosis, acute 
coronary disease, or cardiac decompensation. 

Dosage: Initiate appetite control with 42 to 1 tablet (25 to 
50 mg.) in mid-morning or mid-afternoon, according to the 
patient’s eating habits for several days. Then ‘‘adjust’’ dosage 
to suit each patient’s needs to a maximum of 3 tablets daily 
(150 mg.). 

Side Effects: No effects on blood, urine, renal or hepatic 
functions have been noted. Minimal side effects have been 
observed occasionally: dry mouth, insomnia, nausea, palpita- 
tions and nervousness. 

Supplied: 50 mg., benzphetamine hydrochloride, press-coated, 
scored tablets, in bottles of 100 and 500. 

*Trademark—brand of benzphetamine hydrochloride, Upjohn. 


References: 1. Stough, A. R.: Weight loss without diet worry: use of benzphetamine hydrochloride (Didrex). Journal of the Oklahoma State Medical Association, 
53:760-767 (November) 1960. 2. Oster, H., and Medilar, R.: A clinical pharmacologic study of benzphetamine (Didrex), a new appetite suppressant. Arizona Medicine, 
17:398-404 (July) 1960. 3. Simkin, B., and Wallace, L.: A controlled clinical trial of benzphetamine (Didrex). Current Therapeutic Research, 2:33-38 (February) 1960. 
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HOW MER/29 DIFFERS FROM OTHER CHOLESTEROL-LOWERING MEASURES 


specific, demonstratéd inhibition 
of cholesterol biosynthesis... 


acetoacetate 


< 


mevalonic acid 


5-carbon unit (5 steps) 


Q 
then 
® 
pom 


lanosterol (3 steps) 


zymosterol 


desmosterol 


site of MER/29 action 


cholesterol 


1 The primary, the on/y known action of MER/ 29 is to lower the total body pool of 
* sterols (serum and tissue); no effect on any other system or organ reported to date. 


2 “Using each patient as his own control, the peak total sterol radioactivity after 

* injection of mevalonic acid-2-C'* was compared on and off MER/29. As much 
as a 50 per cent inhibition on MER/ 29 was observed in some patients.” 
—Steinberg, D.; Avigan, J., and Feigelson, E. B.: Circulation 22:663 (Oct.) 1960. 


3 “Studies of lipid metabolism have stressed the importance of cholesterol bio- 

* synthesis, as opposed to cholesterol intake, in determining cholesterol balance.” 
—National Heart Institute: Diet, Hormones, and Atherosclerosis ..., Bethesda, Md., U.S. National 
Institutes of Health, 1958. 
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... leading to specific, demonstrated 
advantages in cholesterol-lowering 
the rapy particularly in patients with coronary artery 


disease, generalized atherosclerosis, and other 
conditions thought to be associated 
with abnormal cholesterol metabolism 


MER/29 REDUCES CHOLESTEROL IN AS MANY AS 8 OUT OF 10 
PATIENTS: MER/29 reduces both serum and tissue cholesterol without strict 
adherence to diet. Although some physicians prefer to use MER/29 in conjunction 
with controlled diets, cholesterol can be reduced successfully without such limitation. 


CONCURRENT BENEFITS REPORTED IN SOME PATIENTS: In patients 
with coronary artery disease, some of the concurrent benefits reported include decreased 
incidence and severity of anginal attacks, improved ECG patterns, diminished nitro- 
glycerin dependence, and increased sense of well-being. 


MER/29 HAS PRODUCED FEW SIDE EFFECTS, NO TOXICITY: Patients 
have been treated with MER/29 for continuous periods up to 19 months. In no case 
has there been evidence of serious toxic effects on the function of any vital organ 
or system. Side effects (nausea, headache, dermatitis) are rare and have usually been 
associated with dosages greater than those recommended for effective therapy. 


MER/ 29 is compatible with other cardiovascular therapies. It can be used along with 
measures which control anxiety, hypertension, obesity and other conditions associated 
with cardiovascular disorders. These include nitroglycerin, PETN, and anticoagulants. 
' CAUTION: Since long-term MER/29 therapy may be necessary, periodic examinations, including 


liver function tests, are desirable. Also, since MER/29 inhibits cholesterol biosynthesis, and cho- 
lesterol plays an important role in the development of the fetus, the drug is contraindicated in 


pregnancy. 
DOSAGE: One 250 mg. capsule daily, before breakfast. 


SUPPLIED: Bottles of 30 pearl gray capsules. 
Complete bibliography and product information available on request. 


MER/ 


M ll The Wm, S, Merrell Company 
erre. Division of Richardson-Merrell Inc. 
Cincinnati, Ohio + Weston, Ontario 


(triparanol) 


Trademark: MER/29® 
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steps to 
motherhood 


point to 
nutritional 
guidance 


A CONTROLLED, 


DAILY DIET 


INCLUDING 


RICH, QUALITY PROTEINS... MEAT 


Meat is one of nature’s best sources of complete pro- 
tein. In addition, meat contributes important B vita- 
mins and significant amounts of essential minerals: 


iron, copper, phosphorus, magnesium and potassium. 


AMERICAN | MEAT | INSTITUTE 


MAIN OFFICE, CHICAGO ° MEMBERS THROUGHOUT THE NATION 
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ANNOUNCING... A POTE NT 
ANTIDEPRESSANT 
WITH EFFECTIVE 
ANTI-ANXIETY 
PROPERTIES.. 


LAW 


AMITRIPTYLINE HYDROCHLORIDE 
“Qo 
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new...a potent 
antidepressant | | 
with effective | 
anti-anxiety 
properties 


AMITRIPTYLINE HYDROCHLORIDE 


RELATIVE UTILITY INMANAGEMENT OF DEPRESSED PATIENTS 


TARGET SYMPTOMS OF DEPRESSION: 


‘Class of compounds Anxiety Insomnia Depression Over-all relief 
of symptoms 


“Failure of the tranquilizers to 
produce satisfactory results is 


due in many cases to their . 
being prescribed for depres- 
TRANQUILIZERS sion, especially depression 


masked by the more promi- 
nent symptoms of anxiety. The 
underlying depression may be 
deepened.” 


“ong stimulants and 


anti-depressants, if given 
ANTIDEPRESSANTS _ to anxious patients, will 
increase the anxiety....”' 


. “_,. this drug [ELAVIL] acted both as a tranquilizer and 
as an anti-depressant. ...”? Many physicians customar- 

ELAVIL ilytreat anxious or depressed patients with a combina- _ 
2 tion of an antidepressant and a tranquilizer. This is 


seldom necessary when prescribing ELAVIL because it 
has both antidepressant and anti-anxiety properties. 


effective in patients with depression... 
particularly useful in those with predominant symptoms 

of anxiety and tension...provides prompt relief of anaiety 
and insomnia associated with depression 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


TRANQUILIZERS ANTIDEPRESSANTS 


INDICATIONS: manic-depressive reaction — depressed phase; involutional melancholia; reactive depression; schizo- 
affective depressions; neurotic depressive reaction; and these target symptoms: anxiety; depressed mood; insomnia; 
psychomotor retardation; functional somatic complaints; loss of interest; feelings of guilt; anorexia. May be used whether 
the emotional difficulty is a manifestation of neurosis or psychosis, and in ambulatory or hospitalized patients.*. +. 5 
USUAL ADULT ORAL DOSAGE: Initial, 25 mg. three times a day, until a satisfactory response is noted. Many patients im- 
prove rapidly, although some depressed patients may require four to six weeks of therapy before obtaining maximum 
benefit. In severely depressed patients, as much as 150 mg. per day may be given. Maintenance, 25 mg. two to four times. 
a day. Some patients may be maintained on 10 mg. four times a day. The natural course of depression is often many 
months in duration. Accordingly, it is appropriate to continue maintenance therapy for at least three months after the 
patient has achieved satisfactory improvement in order to lessen the possibility of relapse, which may occur if the 
patient's depressive cycle is not complete. In the event of relapse, therapy with ELAVIL may be reinstituted. 8s 
ELAVIL is not a monoamine oxidase (MAO) inhibitor. No evidence of drug-induced jaundice or agranulocytosis has been 
noted. Side effects (drowsiness, dizziness, nausea, excitement, hypotension, fine tremor, jitteriness; headache, heartburn, 
anorexia, increased perspiration, and skin rash), when they occur, are usually mild. However, as with all new therapeutic 
agents, careful observation of patients is recommended. As with other drugs possessing significant anticholinergic 
activity, ELAVIL is contraindicated in patients with glaucoma. 

SUPPLY: Tablets, 10 mg. and 25 mg., in bottles of 100. Injection (intramuscular), 10 mg. per cc., 10-cc. vials. 
REFERENCES: 1. Perloff, M. M., and Levick, L. J.: Clinical Med. 7:2237, Nov. 1960. 2. Freed, H.: Am. J. Psychiat. 117:455, Nov. 
1960. 3. Dorfman, W.: Psychosomatics 1:153, May-June 1960. 4. Ayd, F. J., Jr.: Psychosomatics 1:320, Nov.-Dec. 1960. 5. Barsa, 
J. A., and Saunders, J. C.: Am. J. Psychiat. 117:739, Feb. 1961. 


Before prescribing or administering ELAVIL, the physician should consult the detailed information on use accompanying the package or available on request. 


Qo) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


GLAVIL 18 A TRADEMARK OF MERCK & CO., INC. 
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ointments 
contain the same antibiotics, 
how can one 
more effective? 


««.The unique base* of Neo-Polycin releases a greater 
concentration of antibiotic into the lesions. 


Neo-Polycin Ointment 
on right 

conventional grease-base 
ointment on left 


Agar incubations show Neo-Polycin Ointment more effective 
against common topical pathogens 


This agar plate, containing Staph. aureus, was incubated for 24 hours at room 
temperature. Note the greater zone of inhibition around Neo-Polycin Ointment 
(right), than around the grease-base ointment of comparable antibiotic content 
(left). Tests on the following pathogens gave similar results: beta hemolytic 
strep., E. coli, Proteus vulgaris, Pseudomonas aeruginosa. Higher concentrations 
of antibiotics released from Neo-Polycin tend to inhibit the growth of relatively 
resistant strains and minimize antibacterial resistance created by sub-effective 
concentrations. 

formula: Each gram of Neo-Polycin Ointment contains 4.28 mg. neomycin sulfate (3 
mg. neomycin base), 400 units zinc bacitracin, 8000 units polymyxin B su!fate. 
*FUZENE “a patented base which is miscible with blood, pus, tissue exudates. 


One DIVISION OF THE DOW CHEMICAL COMPANY 
PITMAN-MOORE COMPANY AZ! INDIANAPOLIS 6, INDIANA 
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356 ec. (12 Ounces) List No. 546 


MAALOX’ 
RORER 


(MAGHESIUM-ALUMINUM HYDROXIDE GEL) 


ANTACID — DEMULCENT 
NON-CONSTIPATING 
A colloidal suspension of Magnesium and 


Aluminum Hydroxides useful for the re- 
tet of gastric hyperacidity 


_ Shake Well Before Using 


Avereve adult dose: As antacid and 


your an 
used in patients who are 
verely bilitated or suffer: from 
kidney fatlure 
KEEP BOTTLE TIGHTLY CLOSED 
KEEP FROM FREEZING 


WILLIAM H. RORER, Inc. 
Pharmacenticsl Chemists Philadelphia, Pa., 0.5... 


NO TASTE FATIGUE 
EXCELLENT RESULTS 


NO CONSTIPATION 


the most widely prescribed and 
most wearable of all antacids 


suspension | tablets 
Tablet Maalox No. 1 equivalentto 1 teaspoon Suspension 
Tablet Maalox No. 2 equivalent to 2 teaspoons Suspension 


: 
Bi 5 
y 
: 
: 
el 
— 
: 


allergic or 
Inflammatory 
flare-up! 
rapid relief, 
early remission 


a iy. A 
Celestone: the new antiallergic/anti- 
S 
A-62 


(betamethasone) Tablets 0.6 mg. 


inflammatory steroid from Schering 


Clinical worth: CELESTONE provides greatly enhanced 

antiallergic and anti-inflammatory effects with signifi- 

cantly lower mg. dosages. Discernible sodium and water 

retention or excessive potassium excretion have not 

been reported during therapy of: 
e pollenosis (severe hay fever) 
e allergic/inflammatory 

dermatoses 


e bronchial asthma 
e inflammatory eye 
diseases 


Exceptional utility: From simple dermatoses to life- 
threatening conditions, the unexcelled anti-inflamma- 
’ tory effect of CELESTONE provides rapid clinical 
remission with average daily dosages ranging from 2 to 
8 tablets. 


Ease of use: CELESTONE has simple-to-follow dosage 
schedules based on a single tablet strength, 0.6 mg. Pa- 
tients may be switched easily from other corticosteroids 
to CELESTONE with proper dosage adjustments. 


Safety-speed factor: CELESTONE is particularly valuable 
for short-term therapy of acute inflammatory episodes 
because inflammation is resolved quickly, thus helping 
to avoid certain corticoid side effects such as: 

e weight loss e anorexia 

e sodium and water e vertigo 

retention e severe headache 

@ potassium excretion e muscle weakness 


Bibliography: 1. Goldman, L.: Investigation of a New Steroid in Dermatology. Paper presented at First Conference on the Clinical Application of 
Betamethasone: A New Corticosteroid, New York City, May 8, 1961. 2. Nierman, M. M.: The Use of Betamethasone in Dermatol 


Typical Dosages: 
Celestone dosages for allergic/inflammatory disorders 
Initial Maintenance 
Condition | Dosage | Duration Dosage* Duration 
bronchial | 6 tablets} until control | 1 to 4 tablets as required 
asthma of up to 
7 days 
pollenosis | 3 to4 1 day decrease dosage daily | usually 10 
tablets by 1 tablet until to 14 days 

symptoms recur, then 

adjust to satisfactory 

level 
allergic 4to08 | until control | reduce dosage by as required 
or inflam- | tablets ¥Y to | tablet every 
matory 2 or 3 days to 
dermatoses satisfactory level 
allergic 4to8 | until control | reduce dosage by as required 
orinflam- | tablets | or up to 1 tablet daily to 
matory eye 7 days satisfactory level 
disorders 


*After initial control is established, dosage should be reduced gradually to a 
maintenance level. 


Improved response: CELESTONE also offers the advan- 
tage of providing an opportunity to restore “lost” or 
diminished control in patients receiving other steroids. 


For complete details, consult latest Schering literature 
available from your Schering Representative or Medi- 
cal Services Department, Schering Corporation, Bloom- 
field, New Jersey. 


. Ibid, 


3. Gant, J. Q., and Gould, A. H.: Betamethasone: A Clinical Study. Ibid. 4. Frank, L.: The Place of Betamethasone in Dermatologic Practice. Ibid. 


5. Hampton, S. F.: Betamethasone—A New Steroid in Allergy: A Preliminary Ri 


rt. Ibid. 6. Bukantz, S. C.: Observations on the Use of 


Betamethasone in the Intractable Asthmatic Child. Ibid. 7. Bedell, H.: A New Systemic Steroid in the Treatment of Allergies in Office Practice. Ibid. | 


8. Schwartz, E.: Clinical Evaluation of Betamethasone in Chronic Intractable 
Effects of Betamethasone in Rheumatoid Arthritis. bid. 10. Cohen, A., and Goldman, J gem 
Steroid. Ibid. 11. Gordon, D, M.: Betamethasone—A New Corticosteroid in Ophthalmology. Ibid. 12. Abrahamson, I. A., Jr.: A Clinical Evaluation 


of Betamethasone. Ibid. 


ronchial Asthma. Jbid. 9. Kammerer, W. H.: Observations on the 
.: Management of Rheumatoid Arthritis with a New 


a new magnitude in corticosteroid activity 
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now...prolonged antipruritic action 
in a chewable tablet 

for chickenpox 

and other pruritic conditions 


I 
Wy 


new...unique...pleasant-tasting 


chewable tablets 


_METHDILAZINE, MEAD JOHNSON 


| 


prolonged antipruritic /antiallergic action... 
not dependent on delayed intestinal release 


Itching in children can now be controlled on b.i.d. dosage with a long-acting! 
antipruritic/antiallergic chewable tablet your pediatric patients will enjoy taking. 


Tacaryl Hydrochloride is exceptionally valuable in alleviating many types of allergic and 
non-allergic pruritus. For example, in a group of children, 2 to 12 years of age, with 
atopic dermatitis, chickenpox, or contact dermatitis, 80 per cent obtained substantial 

or complete relief of their itching when treated with Tacaryl Hydrochloride. “No patient 
in this age group failed to show some degree of improvement.’2 


Tacaryl Hydrochloride is also effective in controlling symptoms in a wide variety 
of allergic conditions,?-8 including hay fever and perennial rhinitis. 


dosage: One Chewable Tablet (3.6 mg.) twice daily. Adjustment of dose or interval may be 
desirable for some patients. 
contraindications: There are no known contraindications. 


side effects: Drowsiness has been observed in a small percentage of patients. Dizziness, nausea, 
headache, and dryness of mucous membranes have been reported infrequently, 


cautions: If drowsiness occurs after administration of Tacaryl Chewable Tablets or Tacaryl Hydrochloride, 
the patient should not drive a motor vehicle or operate dangerous machinery. Since Tacaryl Chewable 
Tablets or Tacaryl Hydrochloride may display potentiating properties, it should be used with caution 

for patients receiving alcohol, analgesics or sedatives (particularly barbiturates). Because of reports that 
phenothiazine derivatives occasionally cause side reactions such as agranulocytosis, jaundice and orthostatic 
hypotension, the physician should be alert to their possible occurrence...though no such reactions 

have been observed with Tacaryl Chewable Tablets or Tacaryl Hydrochloride, 


supplied: Pink tablets, 3.6 mg., bottles of 100. 


references: (1) Lish, P. M.; Albert, J. R.; Peters, E. L., and Allen, L, E.: Arch. internat. pharmacodyn. 129:77-107 
(Dec.) 1960. (2) Howell, C. M., Jr.: North Carolina M. J. 21:194-195 (May) 1960. (3) Clinical Research Division, 

Mead Johnson & Company. (4) Wahner, H. W., and Peters, G. A.: Proc. Staff Meet. Mayo Clin. 35:161-169 (March 30) 1960. 
(5) Crepea, S. B.: J. Allergy 31:283-285 (May-June) 1960. (6) Crawford, L. V., and Grogan, F. T.: J. Tennessee M. A. 
53:307-310 (July) 1960. (7) Spoto, A. P., Jr., and Sieker, H. O.: Ann. Allergy 18:761-764 (July) 1960. 

(8) Arbesman, C. E., and Ehrenreich, R.: New York J. Med. 61:219-229 (Jan. 15) 1961. MARCH, 61 347R61 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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In the relatively short period since its introduction, Ana- 
lexin has compiled an impressive record of success and 
safety in relieving a wide variety of painful states seen by 
the osteopathic physician. In analgesic effectiveness, 
Analexinis within the range of codeine, yet Analexinis non- 
narcotic and not narcotic related, and there is no evidence 
suggestive of tolerance or cumulative toxicity.!* In fact, 
Analexin is so safe, it may be administered hourly if 
necessary, depending on the degree of relief required. 


If you have been waiting for a safer, more effective analge- 
sic, with a broad range of applications, why not consider 
Analexin? Proof of its performance is shown below... 
and you may find it invaluable in relieving pain that 
results from numerous other disorders you encounter in 
your practice. 


“,.. Satisfies the majority of the criteria demanded 
of a moderately potent non-specific analgesic agent 
.... safe... for acute and chronic pain... .”' 


TYPICAL RESULTS WITH ANALEXIN* AND ANALEXIN-AF 


Analexin®—for relief of pain. Each tablet contains 200 
mg. phenyramidol HCI]. DOSAGE: Generally, 2 tablets at 
onset of pain, followed by 1 or 2 tablets at intervals of one 
to 4 hours as needed. 


Analexin-AF ®—for relief of pain complicated by inflam- 
matory processes. Each tablet ccntains 100 mg. pheny- 
ramidol HCI and 300 mg. aluminum aspirin. DOSAGE: 
Generally, 2 tablets at onset of pain, followed by 1 or 2 
tablets at intervals of one to 4 hours as needed. 


Analexin® Syrup—convenient dosage form for children 
and adults. Each 5 cc. contains phenyramidol salicylate 
100 mg. DOSAGE: Children—under 3 yrs., 1 tsp. 3 or 4 
times daily; 3-12 yrs., 2 tsp. 3 or 4 times daily. Adults— 
2 to 4 tsp. every one to 4 hrs. 


CONDITION pain associated with: 


No. of patients 


genitourinary conditions! 


Relief Slight or no relief 


gall bladder colic! 


abdominal pain! 


epigastric pain! 


premenstrual tension headache® 


postpartum pain® 


dysmenorrhea®? 


myositis, myalgia and tendinitis’ 


osteoarthritis’ 


rheumatoid arthritis’ 


arthralgia’? 


pelvic pain (chronic P.1.D., endometriosis, etc.)? 


acute, chronic and traumatic musculoskeletal disorders’ 


Totals 


*Generically designated as phenyramidol HCI in clinical trials. 


1. Batterman, R. C.: Ann. New York Acad. Sc. 86:203, 1960. 2. O'Dell, T. B.: Ann. New York Acad. Sc. 86:191, 1960. 3. O'Dell, T. B., ef a/.: J. Pharmacol. & Exper. Therap. 128:65, 
1960. 4, O'Dell, T. B., ef a/.: Fed. Proc. 18:1604, 1959. 5. Gray, A. P., ef a/.: J. Am. Chem. Soc. 81:4347, 1959. 6, Wainer, A. S.: Clin. Med. 7:2331, 1960. 7. Clinical data from the 
files of the Medical Dept., Irwin, Neisier & Co., 1959, 8, Batterman, R. C., ef a/.; Am. J. Med. Sc, 238:315, 1959. 


IRWIN, NEISLER & CO. 
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DECATUR, ILLINOIS 
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100 | 100 
106 96 10 
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Vertigo is reversible 


Antivert stors 


VERTIGO 


moderate to complete relief of 
symptoms in 9 out of 10 patients’ 


Prescribe one ANTIVERT tablet (or 1-2 teaspoonfuls ANTIVERT syrup) 3 times daily, 
before each meal, for prompt relief of vertigo, Meniere’s syndrome and allied dis- 
orders. Side effects are short-lived, usually only harmless flushing and tingling 
associated with vasodilation. ANTIvERT is contraindicated in severe hypotension 
and hemorrhage. 

Supplied: Small blue-and-white scored tablets (meclizine HCI 12.5 mg. and 
nicotinic acid 50 mg.) in bottles of 100. Syrup in pint bottles. Prescription only. 
Bibliography available on request. 


And for your aging patients— 
NEOBON?’ Capsules: five-factor geriatric supplement. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


now available: = 


__Anfivert 


i ® 
Science for the World’s Well-Being Sesh ton nful (5 cc.) contains 6.25 mg. 
meclizine HCI and 25 mg. nicotinic acid. 
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for 
protection 
before he 


immunize with 


Adult DI P TET atnydrox 


DIPHTHERIA-TETANUS TOXOIDS COMBINED 


Now, with Adult Dip-Tet, you can extend the good diphtheria 
and tetanus programs of childhood into adolescence and adult- 
hood, or establish routine primary immunity with far less danger 
of serious patient reactions. Tests show that under such usage a 
good antitoxic immunity will be obtained!. 


Reduction of reactivity in Adult Dip-Tet is achieved through 
extreme purification of the toxoids (particularly the diphtheria 
toxoid) which reduces their volume, and through their adsorp- 
tion on Alhydrox (aluminum hydroxide) which slows absorp- 
tion. Developed and used by the armed forces since 1955, this 
type of vaccine is specifically recommended for children over 
8 years of age, teenagers and adults. 


DIPHTHERIA AND TETANUS PROTECTION FOR ALL YOUR PATIENTS 
FROM 8 TO 80 WITH FAR LESS DANGER OF SERIOUS REACTIONS 


1, Graham, B. S., et al. J.A.M.A. 166:1586, 1958, 


For complete information 


Fans 
_ Ask Your Cutter Man es CUTTER LABORATORIES 


or write to Dept. 1-9E 


Berkeley, California 
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THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION 


The physician’s role in 


CHARLES D. OGILVIE, D.O.,* Dallas, Texas 


Humankind stands at this hour well within the 
portals of an exciting new epoch in its amazing 
history. The portentous rumblings of a gathering 
revolution in our way of life can be heard on every 
side. Physical scientists have become the forecasters 
of Utopia; and biologists, the prophets of doom. 
What does the New Age hold for the featherless 
biped we call man? 

Sufficient time has passed, since Hahn and Meit- 
ner proclaimed the dawn of the atomic age, to 
provide a perspective from which we can—with 
expert help—at least glimpse behind the drawn 
curtains of tomorrow. How fitting is this occasion! 
How propitious that those who dedicate themselves 
to human welfare should seek out the physician’s 
particular role in the impending drama of the New 
Age. Indeed, when we consider the accelerating 
tempo with which man’s handiwork is so drastically 
remolding his social and physical environment, it is 
imperative that medicine in all its divisions take a 
long altruistic look at its responsibility to future 
society. This is the task of today. 

After the sanguinous smoke of Hiroshima and 
Nagasaki had finally cleared, the race of man began 
to re-experience a deep-seated apprehension that 
had dwelt in its corporate subconsciousness for 
well over 500 years. Not since the Black Death, 
which claimed more than 25 million lives in Europe 
alone, had humanity’s confidence in his own organic 
permanence been so profoundly shaken. Now, only 
15 years after the atom bombing of Japan, men the 
world over stoicly acknowledge the real possibility 
of race extinction. Equally remarkable, there stirs 
within these human breasts the perceptible signs of 
Presented at the Kirksville College of Osteopathy and Surgery, Kirks- 
ville, Missouri, February 24, 1960. 

*Address, Stevens Park Osteopathic Hospital, 1141 N. Hampton Road 
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the New Age 


their emancipation—an awakening spirit of social 
responsibility. 


Biologic survival in the New Age 


What is less appreciated, however, is that the po- 
tential of a nuclear catastrophe is not by any means 
the only threat to the human species. In the minds 
of some observers, the race of man is in far greater 
danger of impending biologic self-destruction than 
of nuclear annihilation. The matter of biologic sur- 
vival, and of continued fulfillment of human poten- 
tial—without which survival would hardly be worth 
while—is one of the stern challenges of the future. 
It stands squarely within the domain of those who 
practice the healing art; hence it should be of con- 
cern to each of us here today. It is appropriate that 
we should first consider the physician’s immediate 
responsibility to the biologic welfare of man. 

A popular medical weekly! recently posed this 
editorial question: “Is it possible that humanity may 
have to make a clean-cut shift, in the near future, 
to a gnotobiotic [germ-free] way of life?” We hear 
much these days about the “Staphylococcus prob- 
lem.” Because of the relative ineffectiveness of anti- 
biotic and chemotherapeutic agents in certain in- 
fections, elaborate precautions are now being taken 
to isolate vulnerable persons from the “Staph” or- 
ganism. The spectre of a gnotobiotic existence, 
fantastic as it seems, reflects modern man’s ever- 
growing desire to encyst himself in the safety and 
comfort of an artificial environment. Air-condi- 
tioned buildings shelter us from the rigors of sum- 
heat and winter's cold. With ponderous 
mandibles great machines premasticate our food. 
Gadgets provide our daily exercise—lying down. 
Gargles, salves, soaps, and sprays “safeguard” us 
from assault by bug and microbe (or so we are led 
to think). Where is this perpetual self-indulgence 
leading us? 

For the present, we cannot conclusively answer 
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this disturbing question. On the other hand, the 
realm of experimental natural science does provide 
us with insights from which we may draw at least 
some inferences. For many years investigators have 
provided the opportunity to observe the effect of 
artificial environments on living populations. The 
medical man will be interested to learn that worthy 
research has been done in this field on populations 
of cancer cells to determine the effect of less harsh 
conditions on their behavior. Other investigations 
have been conducted on communities of more com- 
plex organisms. 

In summarizing his experience and that of others 
along these lines, Roscoe Spencer? (whose writings 
I commend to your perspective eye) has this to say: 


All these experiments have convincingly shown that when 
populations of a number of species are subjected constantly 
to certain artificial conditions that appear to favor growth 
and survival of individuals, the result is not only the death 
of many individuals, but after a time, the extinction of the 
race, 


The implication here is distressingly clear. Al- 
though, as Doctor Spencer warns, “speculations re- 
garding human genetics may not be justified from 
these observations on lower forms of life,” the evi- 
dence would certainly suggest that the continued 
fabrication of more and more contrivances for our 
creature comfort can have an adverse effect on the 
vitality of the human race. Man did not evolve 


from a drop of viscid protoplasm to become the- 


paragon of animals in spite of the vicissitudes of 
his natural environment, but because of them! 

Should mankind now abandon his long campaign 
of the conquest of nature? Should man return to 
the caves and trees? Quite the opposite. Julian 
Huxley has recently pointed out that man’s future 
development will depend more and more on an 
enlightened control of his surroundings. But im- 
prove as he may, man will always be subservient 
to certain fundamental natural laws. Cultural prog- 
ress must be planned with judicious foresight, with 
the welfare of the species constantly in mind. “Evo- 
lution”, as Herman Muller? says, will have to “be- 
come for the first time a conscious process.” That 
such planning must be done under the watchful 
eye of medical science goes without saying. Here 
is a matter of tremendous import and consequence 
to the physician of the New Age. 


The physical world in the New Age 


Modern man is not only creating a new world; he 
is, in the very process, destroying the old. He is 
unwittingly burning his ecologic bridges behind 
him. Thus the promising, untraveled highway to 
tomorrow-land may well be transformed into a road 
of no return. 

Living organisms, be they plant, animal, or of the 
genus Homo, are inseparable from their nonliving 
surroundings and, in fact, they are inseparably in- 
terrelated to one another. “Life is a synthesis of 
organism and environment,” says Amos Hawley.* 
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“The two form a partnership so intricate that it can 
be resolved only in theory.” At the expense of risk 
and toil, man may modify his natural surroundings. 
Yet he is still dependent on and continuous with a 
physical environment from which, try as he may, 
he cannot extricate himself. 

We may rightfully claim that the human animal 
is superior to his fellow beasts. By means of his 
expanded brain he is capable of self-comprehension 
in time and space, and of creative thought. His 
unique upright stance has emancipated his fore- 
limbs. His larynx is wondrously constructed for the 
miracle of fluent vocal communication. Yes, in these 
and many other ways he is truly—as Weston La 
Barre® claims—‘“the best animal there is.” Some- 
times, unfortunately, he forgets he is an animal and 
thinks he is a god! Man is merely part of a vast, 
indissoluble, natural ecosystem—an implacable su- 
perorganism that dwarfs him into insignificance: 
One that will tolerate just so much of his tinkering, 
and no more! 

Pythagoras, whose penetrating intellect shines 
forth through the mists of prehippocratic medicine, 
propounded that the elements of life were earth, 
air, fire, and water. This crude concept dominated 
philosophic and scientific thinking in Western civil- 
ization for 25 centuries. It is interesting to behold 
how enlightened modern man, who pays such lip 
service to his Greek heritage, administers Pythag- 
oras’ legacy. Let us briefly see. 


1. Earth e When one thinks of earth, he thinks of 
soil. Rolling desert, where once flourished the bibli- 
cal “land of milk and honey,” attests to the human 
impact on the earth—even before Pythagoras’ time. 
In twentieth century America, our rivers run red 
with the precious life-giving topsoil of the nation. 
The plunder of our forests, the denuding of our 
grazing lands, and other industrial and agricultural 
practices impoverish the land only to enrich the sea. 
The injudicious application of inorganic fertilizers 
and short-sighted use of powerful chemical insec- 
ticides and herbicides has also indirectly com- 
pounded man’s terrene havoc. 

Mineral resources are also of the earth. Their un- 
controlled dissipation—for they are of finite quan- 
tity—is now reaching staggering proportions. It is 
estimated that within 100 years the earth’s supplies 
of copper, lead, zinc, tin, manganese, chromium, 
cobalt, and cadmium will have vanished. Phosphor- 
us, the very essence of life itself, is in dangerously 
short supply; yet man returns “dust to dust” by 
placing an ever-growing reservoir of this precious 
element in an equally precious zinc-lined casket to 
be permanently stowed in a subterranean, imper- 
meable, waterproof, concrete vault! The present 
American generation is gobbling up the world’s re- 
sources at an annual rate of 18 tons per person per 
year, compared to 2 tons per person for the rest of 
the free world.? There seems to be something quite 
shortsighted and unhealthy, if not downright unjust, 
about this, my fellow American citizens. 

Until its overthrow by Virchow in 1858.° 


With a growing insight into his challenges 


and obligations, the physician of the 
future will find he must devise new 
perspectives for their detection, new 
wisdom for their understanding, and new 
methods for their solution. . . . Medicine, as 
now conceived, taught, and practiced, 


will be utterly inadequate for the task 


2. Air e Poets and philosophers have traditionally 
associated air with freedom and purity. Today, as 
we who dwell in urban areas can attest, city air is 
scarcely something to write back to the farm about! 
How strange are the ways of Homo sapiens. While 
the immaculance of his food and water is scrupu- 
lously maintained, man—who breathes approximate- 
ly 15,000 quarts of air a day—casually spews tons 
of grimy harmful filth into his atmosphere. Air pol- 
lution is becoming a world-wide health problem. 
During the great 4-day smog of London in 1952, 
4,000 persons are estimated to have perished. What 
the ultimate effect of our continued exposure to 
atmospheric pollutants—some of them carcinogenic, 
others radioactive—will be, no one knows. 

In addition to the direct action of airborne con- 
taminants on all living organisms, the extensive 
combustion of carboniferous fossil fuels is doing 
strange and dismaying things to the chemical con- 
stitution of the atmosphere. For instance, man is 
now dumping about 8 billion tons of carbon dioxide 
into the air a year. Here again, it is difficult to pre- 
dict what the result of such malicious meddling 
will be. It appears very likely that the blanket of 
carbon dioxide will cause a general elevation of the 
temperature of the earth. One authority® estimates 
from the present rate of atmospheric increase, that 
by the year 2000 the earth’s average temperature 
will rise 3.6 degrees. The ecologic potentialities of 
such a development are indeed thought-provoking. 

In summation of the air pollution problem, we 
may well heed the recent warning of F. S. Mallett,9 
who says: “The atmospheric sewer is backing up 
and, like a swarming bacterial colony, we are be- 
ginning to suffer from the accumulation of our own 
wastes.” 


3. Fire e Had Pythagoras visited a land where 
every “citizen’—man, woman, and child—was at- 
tended by twenty slaves, he would have thought 
that he had arrived atop Mount Olympus itself! 
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This is the present per capita energy equivalent of 
electrical and internal combustion power in Amer- 
ica!°—160 million calories per person per day. Most 
of this power comes indirectly from the release of 
solar energy stored in coal and petroleum. If the 
present consumption trend continues, we will have 
just about exhausted these irreplaceable reserves 
within the next century. “We shall have consumed 
in 250 years the fossil fuels that nature required 250 
million years to make.”!1 

With the impending availability of atomic energy 
—although supplies of uranium and thorium (the 
present sources) are not without limit—the pros- 
pect for supplying man’s future energy require- 
ment is encouraging. If solar energy can be effec- 
tively harnessed the entire contingency of a future 
power shortage may be alleviated. It is said’ that 
“Enough energy is absorbed every day at the earth’s 
surface in the U.S. to be 2,000 times our total en- 
ergy expenditure for the day.” Hydroelectric power 
cannot expand significantly and probably will not 
supply more than 2 per cent of our future require- 
ments. 

Despite the optimistic forecasts, there are still 
formidable energy problems ahead. We have al- 
ready alluded to the matter of disposal of by-prod- 
ucts of fossil fuel combustion. The question of dis- 
posal of radioactive wastes is also a serious one. 
It presents ominous ecologic, hence medical, chal- 
lenges which must be squarely faced. 


4. Water e The surface of our planet is about 75 
per cent water. Lawrence Henderson}? once esti- 
mated that, if the earth were a perfect sphere, 
there would be sufficient water to cover its whole 
area to a depth between 2 and 3 miles. It does, 
indeed, seem incredible that a shortage of this 
“principal constituent of active living organisms” 
should create a major problem of the New Age. 

Thirsty cities, that already transport pure water 
great distances to supply their physiologic and 
cultural needs, are making feverish and often 
shortsighted plans to assure future quantities for 
their parched populations. Ecologists believe, how- 
ever, that the only lasting solution to the water 
shortage is an enlightened return to natural cycles 
of distribution.!> Man must undo his environmental 
mischief. He will have to learn that a river cannot 
be both an artery transporting usable material and 
a vein carrying wastes. He must devise and adopt 
sound agricultural and forestry land-use practices. 
He will need to discover how to conserve the rain 
that falls on his expanding cities and highway net- 
works. Neither the impounding of surface waters 
nor the manipulation of rainfall can solve the ulti- 
mate water problem. It will be solved only through 
wisdom in the inexorable way of nature. 


From this banefully condensed assessment of the 
ingredients of life, even in so primitive a version, 
we can see how profoundly man’s self-serving plun- 
der of this planet’s irreplaceable natural resources 
can profoundly affect his organic well-being. It is 
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not the wise and necessary use of these reserves 
that we need fear, but rather the utterly wanton 
waste that characterizes our opulent way of life. 
The heritage of generations to come is being con- 
verted into carcinogenic smoke on the trash heaps 
and in the incinerators of this nation. The physician 
of the New Age shares this responsibility with every 
other responsible member of modern society. 

As we have already noted, human beings are not 
only inseparable from their nonliving surroundings 
but they are also inseparably interrelated to one 
another. This, too, is an aspect of biologic survival 
that commands the thoughtful attention of the 
physician in the New Age. 

It is jestingly said that man is his own worst 
enemy. In the present era this adage takes on a 
bizarre and grave connotation. The realm of nature 
follows a pattern of survival that is familiar to all 
who have studied living organisms. The key to 
nature’s pattern lies in this principle: “No form of 
life can continue to multiply indefinitely without 
eventually coming to terms with the limitations of 
its environment.” The human race is presently 
coming to terms with this selfsame principle. The 
earth can sustain just so many people. Its popula- 
tion is increasing by 90 million hungry mouths a 
year despite the fact that hundreds of millions al- 
ready exist under the shadow of want. As anyone 
who has parked his car recently knows, overpopula- 
tion is becoming a formidable problem. 

How paradoxical it is that the humane attain- 
ments of civilized culture are also becoming its 
severest threat. Improvement in sanitation and liv- 
ing standards, better methods of food distribution, 
control of infectious disease, protection of the phys- 
ically and mentally deficient, and many other hu- 
manitarian accomplishments have opened the flood- 
gate of a lowered infant and general mortality 
rate. The resultant discrepancy between death and 
birth rates has already created a skyrocketing in- 
crease in human beings the world over. 

If we may believe the predictions of demog- 
raphers, within the practice experience of many of 
you here the number of Americans alone will soar 
from the present total of 173 million to 300 million. 


What altruism can excel a consecration to 
the ideal of a higher society for 
those to come? What love can surpass a 
solicitude for generations yet unborn? 


What pursuit is more virtuous than 


the search for a fuller significance of life? 


What of your children? Within their lifetime the 
U.S. population will once more double to a fantastic 
figure that far exceeds the present masses of China. 
Some authorities venture that even with the catas- 
trophe of a thermonuclear war, with the loss of 
hundreds of millions of lives, the population pres- 
sure might only be retarded by a few years. 

Before medicine can devote its resources toward 

a long-range solution it must first rally its forces to 
meet the crisis now at hand. The mere circumstance 
of having to furnish adequate medical manpower 
and facilities has already become a matter of public 
knowledge and, within its higher ranks, of real 
concern. The immediate future not only demands 
greater quantity but also a new quality to meet its 
special circumstances. For instance, the population 
trend is now having a marked effect on the char- 
acter and incidence of disease. Halbert Dunn!> has 
pointed out that “The population of the country is 
not only growing, but is growing older.” It is in- 
evitable that we physicians will encounter an ever- 
increasing incidence of degenerative disease—an 
area in which the least medical progress has been 
made. Present methods are not adequate to deal 
with this situation. New technics are required. 
Medical science is also going to have to enlarge its 
responsibility in the great unexplored domain of 
human nutrition. Simply sustaining our population 
on any basis will soon be a herculean task; medicine 
must devise ways to keep it nutritionally adequate 
as well. 

As an enlightened member of society, the physi- 
cian of the New Age must join forces with others 
who seek to save man from his own teeming num- 
bers. If famine, starvation, pestilence, and perhaps 
final calamity are to be avoided, responsible far- 
sighted men must start planning human destiny. It 
is not yet too late to institute a global program to 
conserve our remaining terrestrial resources. The 
abundant living and nonliving resources of the sea 
have not even been tapped. Within the immediate 
future immense quantities of energy will be avail- 
able for the stop-gap exigencies now required. With 
these and other measures, we may borrow some 
precious time in which to work out a lasting pro- 
gram of population balance. 

But, if mankind is to avoid an existence of per- 
petual crisis—an eternity of compulsive counter- 
action—he must devise a humane way to bring his 
birth and death rates into balance with the capaci- 
ties of his environment. He must snuff out the fuse 
of the population bomb. Doctors of the future will 
have to be more than instructors in and purveyors 
of the means of population restriction; they must 
also be the apostles of its wisdom. 

These random examples are a mere sample of 
some of the issues that lie ahead. My object in 
delving into such sober predictions before this 
audience is not to dismay you, the oncoming physi- 
cians of the New Age, but to impress you with the 
importance, the responsibilities, and the potential 
rewards of your emerging role. Nor do I mean to 
infer that this is an affair for the healing art alone. 
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It is a matter that transcends disciplinary bounds— 
it is a matter for concerted human effort. 

There is more to medicine than simply ministry 
to the sick; there is also the custody of the healthy. 
The question we must answer is: Will tomorrow's 
physician evolve into a supertechnician steeped in 
final issues, or will he join the fraternity of the far- 
sighted in helping design a courageous positive 
program to assure the future welfare of man? How 
sad... . if the coming heirs of Hippocrates were to 
become mercenaries in the army of science, having 
nothing to say of the strategy, nothing to do with 
the plan. 


Medical perspectives in the New Age 


With a growing insight into his challenges and 
obligations, the physician of the future will find he 
must devise new perspectives for their detection, 
new wisdom for their understanding, and new 
methods for their solution. It is imperative that he 
recognize that medicine, as now conceived, taught, 
and practiced, even with its advances, will be ut- 
terly inadequate for the task ahead. In fact, many 
of medicine’s most thoughtful minds acknowledge 
the inadequacy of the present system in meeting the 
health needs even of today.16-18 It scarcely becomes 
necessary to point out that not only must you pre- 
pare for your individual role; you must also see to 
it that medicine itself prepares for its collective role 
in the New Age. 

What avenues are open to medicine of tomorrow? 
It is widely held that, throughout the span of the 
healing art, every system, every school, every re- 
form, every movement, every cult, every philoso- 
phy, every method yet devised to understand health 
and disease falls into one of two sweeping concepts: 
ecologic medicine or specifistic medicine. It is rea- 
sonable to expect that medicine of the New Age 
will also be predominately one or the other. 

Ecologic medicinet may be said to envision 
health as a harmonious state in which the human 
organism is adequately adjusted to the normal en- 
vironmental forces that play upon it. Disease is seen 
by ecologic medicine as a condition of disharmony, 
in which either the body’s adaptive mechanisms are 
inadequate or surrounding influences are over- 
whelming. Opposed to this view is specifistic medi- 
cine.§ It maintains that health is simply the absence 
of disease and that illness is the result of the action 
of specific and determinate exogenous agents which 
elicit within the organism certain predictable and 
classifiable responses that we call diseases. 

Each approach offers a rationale for the applica- 
tion of diagnostic, therapeutic, and- preventative 
skills and knowledge. Ecologic medicine is man- 
centered and applies its methods to detect and cor- 
rect the state of disharmony that exists within the 
tThe term “ecologic medicine” has many synonyms, among them: 


holistic, physiologic, constructive, social, Hygeic, Hippocratic, and, in 
its broadest sense, psychosomatic medicine.” 


§Specifistic medicine is also known as: etiologic, curative, remedial, 
reconstructive, scientific, Asclepian, methodic, and modern medicine.” 
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organism. Specifistic medicine is disease-centered. 
It seeks to search out and destroy the noxious, 
“causative” agents. Present-day medical practice, 
as we have all observed, is predominately specifistic 
in theory and conduct. 

Which of these philosophic approaches will mo- 
tivate the physician in the New Age? It would seem 
from the trend now evolving that man-centered 
ecologic medicine—especially social medicine in 
the Galdstonian sense!®—despite its present eclipse, 
could come closer. However, as one progresses into 
the problems ahead it becomes increasingly ap- 
parent that the goals both of these time-honored 
concepts seek are not adequate for future needs. 
In the revolutionary period just before us, medicine 
will have to evolve new ways of thinking, new 
standards of value. It must take bold unshackled 
steps into the conceptual unknown. Medicine, along 
with the other great human institutions, law, gov- 
ernment, philosophy, religion, art, and science, must 
rid itself of the false prejudices and moth-eaten 
traditions of the past. Man must be willing to look 
his blazing destiny in the face. Today’s methods 
will no more suffice than would have stone-age 
technics in the era just ended. 

Since the time of Gregor Mendel and Charles 
Darwin, there has unobtrusively flowed in the un- 
tapped sources of biologic knowledge, the elements 
of a new dimension in medicine. For the conveni- 
ence of discussion let us call this viewpoint homi- 
nine medicine. Its purpose and its rationale may be 
described in this way: 


Hominine medicine is a concept that places maxi- 
mum emphasis on the health of the human species 
in its organic unity. Recognizing that the vitality 
and development of the species are dependent upon 
the physical, mental, and social well-being of in- 
dividuals and communities, hominine medicine is 
devoted to the continuing fulfillment of the earth’s 
organic destiny as manifest in the evolution of man. 

How does this new humanistic approach differ 
from the concepts of the past? Whereas specifistic 
medicine is disease-centered and ecologic medicine 
is now man-centered, hominine medicine is man- 


Hominine medicine does not propose 
that the individual be depersonalized to 
a cog in a wheel. It does propose 
that the brotherhood of man unite in his 
common interest. From such an achievement . 


may come a superior moral code 
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kind-centered. The specifist is the adversary of dis- 
ease. The ecologist is the supporter and ally of the 
patient. The hominist is the benefactor of the race 
and its generations yet unborn. His, by far, is the 
broad view. Hominine medicine would employ the 
knowledge and skills of healing for the benefit of 
the ongoing totality of man and, in the process, 
each individual would contribute and receive ac- 
cordingly. It is from such a point of view that we 
must attack the formidable issues that lie ahead. 


Life is a corporate venture! 


In what way does hominine medicine differ from 
the ecologic approach as we now understand it? It 
is not entirely correct to say that hominine medicine 
is ecologic medicine in a new dynamic unfolding 
perspective—but it comes close. The difference 
lies in the fact that a species-centered orientation is 
not only revolutionary, but evolutionary as well. 
The traditional ecologic viewpoint encounters pro- 
found connotative difficulty in an unfolding process 
such as evolution. Present-day ecology is best 
understood within a fixed framework of time. 
Marston Bates2° pinpointed this very predicament 
when, in 1955, he summarized that magnificant 
Princeton symposium, Man’s Role in Changing the 
Face of the Earth. He commented, “In the biologi- 
cal sciences the ecologists, it seems, are predomi- 


nately concerned with the process of equilibrium. , 


The ecological word ‘climax’ implies equilibrium, 
stability.” Although hominine medicine would draw 
heavily from the resources of ecologic knowledge— 
as it would from specifism when it was not to the 
detriment of the species—I do not believe that 
ecologic medicine as now conceived pursues the 
long-range objective required for the New Age.|| 

It becomes at once apparent to the thinking 
person that a species-centered orientation brings 
forth psychologic, moral, and spiritual issues that 
will be resolved only by wisdom, patience, and, 
above all, an open mind. What then are the ethical 
implications of hominine medicine? The ramifica- 
tions of this question are as fascinating as they are 
numerous; however, the lateness of the hour per- 
mits no more than one brief comment. 

Despite his riches, luxury, and power, twentieth 
century man enjoys perhaps no more virtue or 
happiness than did the citizen of ancient Athens 
when Socrates and his young Thessalian friend, 
Meno, held discourse on this very problem. It 
would appear that virtue and happiness might be 
the fruits of altruism and love. Halbert Dunn,!5 in 
searching for methods to raise levels of human well- 
ness, has recently noted that, although medicine has 
not considered these attributes germane to its prov- 
||We must always remember that these categories are but man-made 
devices to compensate for his cerebral inadequacies. There is no 
sharp dividing line between specifism, hominism, and ecology. We 


are speaking here of a predominate motive . . . a guiding principle 
. an attitude. 


ince, a person cannot enjoy a high level of wellness 
without them. “Perhaps,” says Dr. Dunn, “study of 
the effects of altruism on the body and spirit will 
furnish the bridge between science and the spiritual 
world.” 

What altruism can excel a consecration to the 
ideal of a higher society for those to come? What 
love can surpass a solicitude for generations yet 
unborn? What pursuit is more virtuous than the 
search for a fuller significance of life? What calling 
is more noble than a dedication to the physical, 
mental, social, and spiritual betterment of the hu- 
man species? Hominine medicine does not propose 
that the individual be depersonalized to a cog in a 
wheel. It does propose that the brotherhood of man 
unite in his common interest. From such an achieve- 
ment may come a superior moral code—a revolu- 
tion in our standards of value—that might bring to 
this earthly human existence the deeper significance 
that man now so fitfully seeks. 

Thus we conclude our abstract preview of the 
momentous period we have so recently entered. If 
you find its prospects awesome and bewildering, I 
trust you will also find them stimulating and com- 
pelling. I have implicit faith that the drama we are 
about to witness will have a happy ending. Some- 
where within his vast unexplored intellect man will 
yield the technical ingenuity, the human under- 
standing, the moral growth, and the infinite wisdom 
that is required—not for mere survival—but for the 
fulfillment of the evolutionary destiny of life. And 
you are to have a part in this! Ah, how momentous 
is the physician’s role in the New Age! 
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Choriocarcinoma: Current concept of 


laboratory diagnosis and therapy 


and report of a case 
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Folic acid antagonists have been applied recently 
for therapy of choriocarcinoma in both males and 
females.1-4 Results thus far have appeared some- 
what encouraging in the female but not in the male. 

The folic acid antagonists are believed to be 
effective by inhibiting formation of citrovorum fac- 
tor> which is synthesized in vivo from folic acid. 
Citrovorum factor is required for nucleic acid 
synthesis. Use of folic acid antagonists in clinical 
medicine for treatment of acute leukemia was 
established by Farber and _ associates.6 Since 
amethopterin (Methotrexate: 4-amino-N!°-methyl- 
pteroylglutamic acid) is a folic acid antagonist, 
vitamin preparations containing folic acid or its 
derivatives should be withheld during its use in 
therapy. In the event of amethopterin overdosage, 
a commercial preparation of citrovorum factor (par- 
enteral Leucovorin: formyl tetrahydropteroylglu- 
tamic acid) is available. 

Adequate elimination of amethopterin depends 
upon maintenance of proper renal output, as the 
drug is excreted by the kidneys. Satisfactory renal 
function should be ascertained before instituting 
therapy with the potent folic acid antagonists. To 
insure sufficient removal of the drug, parenteral 
fluid administration may be necessary. 

Dosage used in treatment of chorionic cancer 
exceeds that employed in the therapy of the leu- 
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kemias.1\4.7 In the female, when disseminated 
choriocarcinoma is treated with a similar dosage 
schedule to that utilized in leukemia therapy, poor 
results have been obtained.? 

The therapeutic regimen utilized in the treatment 
of the case presented follows closely that recom- 
mended by Hertz and associates.4 A dose of 25 mg. 
intramuscularly of amethopterin daily, given for 5 
consecutive days, constitutes one course of therapy. 
A rest period is then given, the length of which is 
dependent upon the duration of toxic side effects. 
Toxic symptoms and signs include cephalgia, stoma- 
titis, nausea, emesis, bone marrow depression, and 
alopecia.4 The alopecia may be persistent.” Viscous 
4 per cent lidocaine hydrochloride (Xylocaine) can 
be utilized for the symptomatic relief of the stoma- 
titis. 

Additional courses of therapy are given! as 
determined by the regression of visible metastatic 
lesions, decrease in the chorionic gonadotrophin 
levels, and changes in roentgenographic evidence 
of metastasis. 

Prior to instituting chemotherapy, histologic diag- 
nosis must be established. There is not complete 
agreement as to the microscopic criteria for the 
diagnosis of choriocarcinoma.® Invasiveness alone 
is not sufficient since trophoblastic elements are 
known to spread beyond the endometrium in nor- 
mal gestation.9-!1 Chorioadenoma destruens, an 
invasive, potentially lethal but not malignant lesion, 
can be present in the vaginal vault without chori- 
onic villi, closely simulating the microscopic fea- 
tures of choriocarcinoma.!® 

The criteria used in the histologic diagnosis of 
this case were essentially a synthesis of those pre- 
sented by Hertig and Mansell,!° Novak and Seah, 12 
and Novak and Novak.!5 These are: 

1. Solid sheets of purely trophoblastic elements 
with frequent anaplastic change. 

2. Varying degrees of myometrial hemorrhage and 
leukocytic infiltration with focal areas of necrosis. 
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Fig. 1. Hematoxylin and eosin stained sections of the uterine 
curettements, magnified 120 times. Note pure trophoblastic 
tumor with variable necrosis, absence of chorionic villi, and focal 
plexiform arrangement. 


3. A plexiform pattern of proliferating tropho- 
blasts and some blood-containing spaces in the 
syncytotrophoblast. 

4. Chorionic villi almost invariably absent. 
Elevated chorionic gonadotropin levels are con- 
sidered by Delfs!4 to be a valuable aid in the 
diagnosis of both early normal gestation and tropho- 
blastic tumors. However, in the case presented by 
Lepow,})5 the patient had negative hormonal titers 
when biopsy proved she had choriocarcinoma with 
metastasis to the lungs. Another patient described 
by Peel, Dawson, and Mather!® had persistently 
negative hormonal assays until she was almost 
moribund. Thus trophoblastic malignancy appar- 
ently is not always associated with high chorionic 
gonadotropin levels. 

The interpretation of serum leucine aminopepti- 
dase levels in normal gestation and trophoblastic 
lesions is receiving attention in the literature.!7-18 
Levels have been shown to rise during the first 
trimester of normal gestation and to stay elevated 
until after delivery. In choriocarcinoma and hyda- 


Fig. 2. Postlaparotomy roentgenogram of the chest, showing 
diffuse bilateral pulmonary infiltrations. 
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tidiform mole, values are reported as being in the 
normal range. The significance of elevated serum 
leucine amino peptidase values is, at this time, not 
clear.!9.20 A consistently normal level, when associ- 
ated with persistently elevated chorionic gonado- 
tropin levels, might mitigate against normal preg- 
nancy. Most patients with choriocarcinoma are in 
a young age group and the prognosis is usually 
poor.!2.21 In one series!2 the 5-year survival was 
17.5 per cent. In Hou and Pang’s2! cases the most 
common cause of death was related to complica- 
tions of intracranial metastasis. Other common sites 
of metastasis in choriocarcinoma, primary in the 
uterus, are lung, liver, vagina, vulva, parametrium, 
kidney, and gastrointestinal tract.10-12.21 
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Fig. 3. Gross surgical specimen of uterus, left ovary, and fallo- 
pian tube. Note tumor in fallopian tube, uterine cavity, and 
endocervical myometrium. 


Case report 


A 20-year-old-woman, gravida III, para I, delivered 
a normal full-term female infant on September 17, 
1959, in a private hospital. The labor, placenta, and 
gestational course were not remarkable. One month 
later vaginal bleeding necessitated admission to a 
charity hospital. A therapeutic uterine curettage 
was performed because of a clinical diagnosis of 
retained secundae. The pathologist’s report of the 
curettage specimen was “products of conception,” 
and the patient was discharged. Six weeks post- 
partum the patient returned to the same institution 
because of persistent vaginal bleeding. Oxytocic 
and antibiotic therapy was used, and she was again 
discharged after several days of hospitalization. 
One week later a private physician reported a 
positive pregnancy test. 

This patient was first seen at the Los Angeles 
County Osteopathic Hospital on November 24, 
1959, 2 months after the delivery of her child. She 
was admitted in shock with profuse vaginal bleed- 
ing. Transfusions were given until the blood pres- 
sure was stabilized. Severe abdominal pain was 
present, and an ectopic pregnancy was suspected. 
Uterine curettage and culdoscopy were performed. 
Subsequent tissue sections provided a diagnosis of 
choriocarcinoma. Review of the sections of the first 


curettage revealed features consistent with this 
tumor. Figure 1 demonstrates the sheets of pure 
trophoblastic elements with variable necrosis, ab- 
sence of chorionic villi, and focal elements having 
a plexiform arrangement. 

On the second hospital day the patient again 
experienced profound shock and demonstrated clin- 
ical evidence of intra-abdominal hemorrhage. An 
emergency laparotomy was performed before the 
above-mentioned tissue studies were available. A 
large ruptured cyst of the right ovary and intra- 
abdominal hemorrhage were found. The left ovary 
also appeared cystic, and the uterus was enlarged 
to the size of a two-month gestation. A right 
salpingo-oophorectomy and left ovarian cystectomy 
were performed. The postoperative diagnosis was 
a ruptured ovarian cyst with hemorrhage. 

Following the laparotomy, the histologic study of 
the curettage material was completed and the diag- 
nosis of choriocarcinoma was made. Urinary chori- 
onic gonadotropin titer, using animal assay, was 
found to be greater than 10,000 but less than 40,000 


3 
Fig. 4. Hematoxylin and eosin stained section of uterus, magni- 


fied 120 times. Note anaplastic sheets of trophoblastic elements, 
hemorrhage, and myometrial necrosis. No chorionic villi are seen. 


international units per liter. The serum leucine 
amino peptidase level was 172 (female normals are 
80 to 210). A postlaparotomy chest x-ray (Fig. 2) 
revealed bilateral pulmonary infiltrations suggestive 
of metastatic tumor. 

On December 12, 1959, 16 days after the emer- 
gency laparotomy, a hysterectomy and left salpingo- 
oophorectomy were performed. Because of difficulty 
in controlling hemorrhage, and because of pelvic 
extension of the tumor, the cervical stump was left 
in place. The gross surgical specimen (Fig. 3) 
revealed a hemorrhagic, friable, necrotic tumor in 
the uterus and fallopian tube. Histologic investiga- 
tion revealed uterine choriocarcinoma (Fig. 4). In 
the photomicrograph one can note anaplastic sheets 
of trophoblastic elements, hemorrhages, and myo- 
metrial necrosis. Metastasis to the fallopian tube 
was identified in other sections. 

The patient requested that she be discharged to 
spend Christmas at home. She was released from 
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DAYS FOLLOWING ADMISSION 
Fig. 5. Response of urinary chorionic gonadotropin titer (in 
international units per liter), and serum leucine amino peptidase, 
as related to Methotrexate therapy. The dark bars represent the 
days on which the medication was given. 


the hospital and was subsequently readmitted on 
December 28, 1959, for Methotrexate therapy; this 
was commenced on December 30. Prior to insti- 
tuting treatment, baseline parameters of hepatic 
and renal function were established. These were 
within normal limits. 

Urine chorionic gonadotropin, 24 weeks after 
removing the primary tumor, was now reported 
as being between 40,000 and 200,000 international 
units per liter (Fig. 5). During therapy the chori- 
onic gonadotropin rapidly declined and was re- 
ported as between 1,000 and 10,000 units on Janu- 
ary 4, 1960. Within 5 weeks after the institution of 
chemotherapy, the hormonal titers were reported 
as negative, and when last performed in October 
1960 the assays were still negative. 

Serum leucine amino peptidase was reported as 
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DAYS FOLLOWING ADMISSION 
Fig. 6. Response of platelets (per cubic centimeter), leukocytes 
(per cubic centimeter), and hemoglobin (grams per 100 cc.) to 
Methotrexote therapy. The dark bars represent days on which 
the medication was given. 
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Fig. 7. Serial chest roentgencgrams following treatment with 
Methoirexate. View A, taken January 6, 1960; view B, February 


188 units on December 30, 1959. The levels of this 
enzyme never deviated appreciably from the nor- 
mal range of 80 to 210 units (Fig. 5). Complete 
blood counts were performed at 3-day intervals, 
and leukopenia and thrombocytopenia were noted 
during therapy (Fig. 6). Serial liver and renal func- 
tion studies remained within normal limits. 

Roentgenographic studies of the chest disclosed 
a progressive decrease in the size of the pulmonic 
infiltrates (Fig.'7). By early March, 2 months after 
chemotherapy was begun, pronounced regression 
was evident. 

The therapeutic regimen followed that described 
by Hertz and associates.4 Urinary chorionic gona- 
dotropin titers were obtained at 10-day intervals, 
while complete blood and platelet counts were 
determined at 3-day intervals. Intramuscular doses 
of 25 mg. of Methotrexate were given daily for 5 
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Fig. 7D 
9: view C, March 11; and view D, July 12. Note the progressive 
decrease in pulmonary infiltrations. 


consecutive days. The next course of therapy was 
not instituted until toxic effects were dissipated. A 
total of three courses of therapy was given. Leu- 
covorin was available at all times in the event of 
inadvertent overdosage. Vitamin preparations were 
withheld, and parenteral fluids were given as re- 
quired to insure adequate urinary output. 

The most severe systemic reactions occurred with 
the first course of therapy. The patient developed 
nausea, emesis, and cephalgia during the adminis- 
tration of the drug. These were readily controlled 
with narcotics, antiemetics, and sedatives. Moderate 
alopecia was noted during the use of the drug. 
Stomatitis occurred with each course of therapy, 
2 to 3 days following the last dose; this was con- 
trolled with viscous Xylocaine. Following three 
courses of therapy, the patient was discharged after 
a hospital stay of approximately 8 weeks. 
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Discussion 


The patient was first seen with a history of persist- 
ent vaginal bleeding, a positive pregnancy test a 
month after uterine curettage, and an enlarged 
uterus. Subsequently she developed evidence of 
an intra-abdominal emergency and a laparotomy 
was performed. If the clinical index of suspicion 
had been high, and review of the original curettage 
material had been suggested, a diagnosis of chori- 
ocarcinoma might have been made earlier. 

From the patient's history it can be seen that a 
full-term, normal gestation preceded the develop- 
ment of choriocarcinoma. Hou and Pang?! reported 
that 11 of their 28 cases of choriocarcinoma were 
preceded by normal full-term pregnancy. In con- 
trast, Novak and Seah!2 found that of 74 cases 
only 17 were antedated by full-term gestation. 

The initial curettements obtained approximately 
2 months prior to hysterectomy displayed variable 
necrosis of the myometrium, absence of chorionic 
villi, and large fields of frequentiy bizarre tropho- 
blastic elements, which often had a plexiform ar- 
rangement. This raises the question of the accuracy 
of diagnosing choriocarcinoma on the basis of curet- 
tage material. One of the histologic criteria for 
diagnosis is the presence of myometrial invasion, 
hemorrhage, and necrosis.!912:13 Frequently suffi- 
cient myometrium for adequate evaluation is not 
available in curettage material. Thus, when myo- 
metrium is lacking, the microscopic diagnosis may 
be strongly suspected on the basis of absence of 
chorionic villi and the presence of abundant bizarre, 
often anaplastic, trophoblastic elements. Novak and 
Seah!2 report that of 159 cases submitted to the 
Mathieu Memorial Registry as representing chori- 
ocarcinoma, only 74 were validated cases. Of the 
159 cases, 13 had the diagnosis of choriocarcinoma 
strongly suspected on the basis of uterine curette- 
ments. All of these subsequently proved to be chori- 
ocarcinoma. Thus, occasionally a trophoblastic ma- 
lignancy can at least be strongly suspected on the 
basis of histologic study of curettage material. 

Currettage material can, however, fail to raise the 
suspicion of tumor even when it is present.1913 
Therefore, with typical clinical evidence and cor- 
roborative ancillary findings, laparotomy might be 
warranted, even though curettage failed to present 
tissue compatible with the diagnosis of choriocar- 
cinoma. 

Associated with choriocarcinoma is the finding 
of luteal cysts of the ovary.!%11,13 The patient in 
the case presented had such cysts and required 
laparotomy because of rupture of one of them. 

This patient also had apparent pulmonary meta- 
stasis. Metastatic lesions, however, are not prima 
facie evidence of trophoblastic malignancy since 
cases of chorioadenoma destruens or hvdatidiform 
mole have been known to produce metastasis.1011.22 
Thus an accurate diagnosis can be made only on 
the basis of histologic study of adequate material. 
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Summary and conclusion> 


A case of metastatic choriocarcinoma of the uterus, 
with x-ray and hormonal evidence of regression 
following surgery and Methotrexate therapy, has 
been presented. Some of the diagnostic problems, 
with emphasis on histologic and laboratory criteria 
for diagnosis of this disease, have been discussed. 

Amethopterin (Methotrexate) appears worthy of 
trial in the treatment of choriocarcinoma in the 
female, as evidenced by the response of the case 
presented, and beneficial results reported elsewhere 
in the literature. 

A high index of suspicion can probably result in 
earlier diagnosis and therapy in choriocarcinoma. 


We gratefully acknowledge the cooperation of Dr. 
W. Harriet Davis and Dr. Francis S. Buck of the 
Department of Pathology, and Dr. Victor Kovner 
of the Department of Internal Medicine, under 
whose direction this paper was written. 
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EARL E. CONGDON, D.O., F.A.C.O.1.,* Flint, 
Michigan 


It is widely conceded that poliomyelitis is still one 
of the major enemies of public health. Although 
there were high hopes of eradicating this disease 
from the country when the Salk vaccine was first 
put into use, public acceptance was not as great as 
was expected, and there are still outbreaks of polio 
in a number of communities. Now hopes are once 
again high for the success of the live poliovirus 
vaccine, and perhaps indeed this will develop into 
the answer. But in the meantime, patients still con- 
tract polio, and the physician must provide for their 
care. To the end of helping him provide the best 
care possible for the present, while being aware of 
the possibilities for control of the disease in the 
future, this paper is presented. 


Social aspects of polio 


Whether polio strikes a community in an epidemic 
or endemic form, it arouses fear and apprehension. 
This formidable disease can cause great economic 
loss, human suffering, and mental anguish when it 
attacks any member of a family. Debré! considers 
this anxiety justified because it is based on (1) the 
mystery which surrounds the propagation of the 
disease; (2) absence of valid means to avoid or cure 
it (only recently has this been partially changed); 
and (3) the possibility of incurable sequelae or 
fatal outcome. 

The excessive point which this anxiety reaches 
was illustrated by Keefer,2 who described what 
happened when an insurance company advertised 


*Address, 422 W. Fourth Ave. 


This paper, a digest of current literature and a much abridged report 
of the Conference of the Surgeon General’s Committee on Polio- 
myelitis Control, held in Atlanta, Georgia, on January 23 and 24, 
1961, was prepared by Dr. Congdon as the representative of the 
American Osteopathic Association to that Conference. 
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Progress in the medical care 


of acute poliomyelitis 


a policy against polio. The year was 1949, an epi- 
demic year, and the demand for this insurance was 
“unbelievable.” Customers were lined up outside 
insurance offices before they opened in the morning, 
and it sometimes took policemen to keep the 
crowds in order. 

This anxiety has also had its good points, since 
it has led to a great voluntary fund-raising program 
for research, education, and help with the care of 
those who are stricken with the disease. The Na- 
tional Foundation for Infantile Paralysis was begun 
in 1938, and its work is an example of what can be 
accomplished by coordinated action between pro- 
fessional and lay groups. Now that the solution to 
the polio problem is within view, this same coop- 
erative type of action will serve to make the means 
of prevention available to the public. 


Notes on epidemiology 


An interesting paper by Dayton® pointed out the 
possibility that ripe fruit, flies, and fruit flies may 
be a factor in the spread of the polio virus. This 
idea had first been proposed in the 1930’s by work- 
ers who studied the geographic locations, seasons 
of the year, climatic conditions, latitudes, and types 
of vegetation in relation to epidemics of polio- 
myelitis; they suggested from their study that there 
might be some relation between the perishable 
fruits of the temperate zones and the spread of 
lio. 

Although the early paper aroused little comment, 
Dayton remained interested in the subject and 
gradually became convinced that there is a fairly 
constant relation between the ingestion of fresh 
fruits and the onset of the disease. He suggests the 
following facts as either proved or acceptable by 
analogy: 

1. Epidemics of poliomyelitis in the temperate 
zones, in the main, coincide with the harvest of 
perishable fruits. 


2. Such fruits are commonly picked and proc- 
essed by itinerant workers who have little interest 
in personal cleanliness. 

3. Among such workers there must nearly always 
be some individuals who are carriers of the polio- 
myelitis virus. 

4. Virus placed on the fruit by soiled hands of 
such workers, or by flies, can live for a considerable 
time. 

5. Ingestion of foods carrying poliomyelitis virus 
can cause the disease. 

Dayton suggests that, in light of the well known 
grossly unsanitary practices in handling of soft 
fruits, it is quite possible that consumers “must 
often ingest enough virus to cause infection in sus- 
ceptible persons.” 

The evolution of poliomyelitis since the turn of 
the century has been described in detail in a num- 
ber of articles. The story is interesting reading. 
Payne* points out that in a number of underde- 
veloped tropical areas poliomyelitis seems to be- 
have as it did in the more highly developed coun- 
tries shortly after 1900—that is, the paralysis was 
still “infantile,” and did not occur in significant 
epidemics. In some more advanced tropical and 
subtropical regions, the situation is in the next 
stage that was seen in this country: epidemics are 
reported, generally localized, and some quite se- 
vere. In still more advanced areas the situation is 
as it was here 20 years ago: the disease is no longer 
an “infantile” paralysis, and there are definite epi- 
demics which occur with increasing frequency and 
severity. 

According to Gear,5 the level of immunity de- 
creases as the standards of living increase. Anti- 
bodies against polio seem to appear at an earlier 
age in primitive countries and in populations of 
low social and economic levels, to the point where 
a country’s social and economic development can 
almost be judged by the state of polio antibodies 
in the population. 

At one time epidemiologists held opposing posi- 
tions on the mode of entry of the virus into the 
human body. Some felt that it was through the 
respiratory tract and some thought it was through 
the digestive system. By 1954 it was recognized® 
that all direct and indirect methods of contamina- 
tion were operative. This would include flies, food, 
and water. Gear® suggested that in primitive coun- 
tries contaminated water probably plays an im- 
portant part in early infection and immunization 
of a population. Usually, however, the mode of 
spread in advanced countries is “from case to case, 
be they silent infections or overt cases of pa- 
ralysis.”7 

Studies have been made on serum antibodies for 
the different kinds of polio, in different age groups 
and in populations of various social and economic 
levels.? Indications are that the presence of anti- 
bodies against one type of polio does not insure 
protection against other types. Continuing protec- 
tion is not necessarily dependent upon reinfection; 
there is evidence that in some cases a single infec- 
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an epidemic or endemic form, it 
arouses fear and apprehension. This 
formidable disease can cause 
great economic loss, human suffering, 
and mental anguish when it 


attacks any member of a family 


tion will result in a high titer of antibodies for 20 
to 40 years. Gear5 emphasized that the most im- 
portant factor in avoiding community invasion by 
polio was to maintain a high level of immunity 
among the population. This has been borne out by 
experience with the Salk vaccine during the past 
several years. 


Pathogenesis 


Lepine® believes that the infecting agents enter 
the body by way of the respiratory and alimentary 
tracts, although experiments showed that nasal en- 
try was evidently very rare. The virus has been 
recovered from pharyngeal secretions and feces, 
and from the washed walls of the pharynx and in- 
testines. 

Faber® in 1946 produced evidence that the vi- 

ruses penetrate the walls of the pharynx and reach 
nerve pathways, and then travel to the central nerv- 
ous system. However, later research suggested that 
this was not an invariable happening. It seemed 
that since polio viruses could be grown in other 
tissue than that of nerves, it was likely that 
many persons harbored the virus in their alimentary 
tracts but few suffered paralysis by extension of 
the infection into the nervous system. Then the 
suggestion of viremia became popular. According 
to this theory, the viruses multiplied in the ali- 
mentary tract and perhaps in some other tissues, 
then appeared in the blood stream, and in some 
instances reached the central nervous system. 
_ Poliomyelitis viruses have been cultured in many 
types of non-nervous tissue, but this should not 
cause one to assume that such multiplication will 
occur in an intact human body. Some strains are 
known not to multiply in the same tissues in an 
intact animal as in a tissue culture. It might be said 
in general that pathogenesis is still poorly under- 
stood. 


Diagnosis 


The general practitioner is usually first to see a 
patient with poliomyelitis. He must depend on 
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The general practitioner . . . must depend on 


clinical methods to differentiate 
between this and the several conditions 
which simulate it. Usual means are 
the history, physical examination, 


and findings in the cerebrospinal fluid 


clinical methods to differentiate between this and 
the several conditions which resemble it. The usual 
means available to him are the history, physical 
examination, and findings in the cerebrospinal fluid. 

The history must be taken carefully and in great 
detail, usually from the mother. The history can be 
quite characteristic. A tragic answer is “No” to the 
question, “Has your child had polio vaccine?” Im- 
mediate past occurrences in the health of the pa- 
tient and the family are vital. Exposure to infectious 
diseases during the previous 2 or 3 weeks, and an 
upper respiratory infection with fever, sore throat, 
“head cold,” vomiting, and diarrhea 2 or 3 days 
previously, make a characteristic picture. 

Physical examination must be complete when 
the patient is first seen. Mistakes in diagnosis are 
easily made. The mouth should be carefully 
inspected, especially looking for the herpangina 
caused by the Coxsackie virus. The reflexes should 
be carefully evaluated, and the state of respiration 
observed. Mustle group function is checked and, 
if there is any question of localized weakness, re- 
examined the next day. Tremor is common when 
there is involvement of the bulbar area. 

The cerebrospinal fluid should be examined rou- 
tinely. In the first few days the cell count ranges 
between 10 and 500 with an average of 150 per 
cu. mm. More than 50 per cent of the cells may be 
polynuclear. There might be a slight increase in 
the protein content, but not in the sugar. 

Rhodes® has given some definite criteria for clin- 
ical diagnosis and classification. The adoption of 
fairly rigid standards allows for greater accuracy in 
diagnosis and makes comparison of results possible. 
Although a diagnosis can be made without all the 
criteria being met, less weight should be attached 
to it. 

For abortive, poliomyelitis, the suggested criteria 
are: 

1. Transient fever with at least one of the follow- 
ing symptoms: Headache, vomiting, sore throat, 
constipation, drowsiness, myalgia, nausea, or gen- 
eralized abdominal pain. 

2. No rigidity of neck or spine. 

3. Contact with a patient who has had paralytic 
polio. 

The criteria for nonparalytic polio are: 
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1. History of illness to be consistent. 

2. Rigidity of the neck or spine and changes in 
the spinal fluid. 

3. Paralytic poliomyelitis in the community. 

4. No paralysis to be detected at a follow-up ex- 
amination. 

For spinal poliomyelitis, the criteria are: 

1. History of illness to be consistent. 

2. Sudden onset in a febrile patient of flaccid 
paralysis of neck, trunk, or limbs. 

3. Paralysis at the same site to be demonstrated 
by two examinations at least 24 hours apart. 

4. Changes in the spinal fluid. 

The criteria for bulbar poliomyelitis are: 

1. History of illness to be consistent. 

2. Paralysis of muscles of palate, pharynx, face, 
tongue, or eye, or of the cardiorespiratory center, 
in a febrile patient. 

3. Changes in spinal fluid. 

Taylor!® has enumerated some of the difficulties 
of making this diagnosis. The clinical resemblance 
to other conditions is the main problem. Such mani- 
festations as pain and weakness of muscle groups 
or pain and tightness of neck muscles are everyday 
matters. Meningism and such nonspecific symptoms 
as fever, headache, vomiting, and anorexia are typi- 
cal of many disorders, especially of acute intestinal 
and respiratory ailments. Although these common 
disorders are usually self-limiting and quite mild, 
they may cause the physician difficulty in arriving 
at an exact diagnosis. 

Another puzzling aspect of the problem is that 
certain infections of the nervous system which once 
were diagnosed as poliomyelitis are now known to be 
associated with some of the Coxsackie and ECHO 
viruses as well as the poliovirus. There are a few 
points which might help to differentiate, however. 
Usual features of ECHO virus infections are fever, 
nausea and vomiting, frontal headache and photo- 
phobia, stiff neck, muscle pain, and transient muscle 
weakness. In contrast to poliomyelitis, there is usu- 
ally no appreciable stiffness of spine and hamstring 
muscles. In about 25 per cent of cases of ECHO 
virus infection there is a macular “rubelliform” 
skin exanthema. Spinal fluid changes are often the 
same as in polio, although ECHO infection may 
be associated with normal protein content and a 
leukocyte count as high as 1,000 to 2,000 neutro- 
phils per cubic millimeter. The sugar content is 
normal and bacteriologic studies are negative. 

Taylor!® found that at least 15 per cent of pa- 
tients referred with a diagnosis of poliomyelitis 
had some other illness. Some of the actual causes 
of symptoms were acute encephalitides, purulent 
bacterial meningitis, infectious neuronitis (Guillain- 
Barré syndrome), and postinfectious effects of such 
communicable diseases as mumps and varicella. 

A condition which in its early stages is almost 
indistinguishable from polio is herpangina, caused 
by the Coxsackie virus.!! This comes in July, Au- 
gust, and September, and begins abruptly with 
fever, headache, and sore throat. On the second 
through fourth days of the disease, typical lesions 
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with vesicles and ulcers appear on the anterior 
pillars and soft palate. When these lesions appear 
the other symptoms usually disappear. However, it 
must be remembered that Coxsackie and poliomye- 
litis viruses may both be present in a single patient. 

There is one more important method for differ- 
ential diagnosis which has not been mentioned: 
electromyography. In one study!? all patients who 
had muscle weakness were submitted to electro- 
myographic studies. The weak muscles usually 
showed abnormalities of motor-unit activity, but 
there was no instance of lower motor neuron de- 
generation. “Nerve conduction was retained, and 
muscle responses were brisk to long-duration stim- 
uli (100 msec.), and intensity-duration curves 
showed rheobases within normal limits and thresh- 
old intensities for 1 msec. stimuli less than twice 
the rheobase.” There was no spontaneous activity 
in the muscles, and especially no fibrillation po- 
tentials, but “on volition the number of motor-unit 
potentials was reduced (reduced interference pat- 
tern) with a tendency to occur in groups up to six 
potentials.” Many had long durations, up to 15 
msec., were polyphasic, and often of large ampli- 
tude. There were some instances where the voli- 
tional pattern was distinctive, where muscle weak- 
ness was severe, in which all the residual motor 
units were abnormal and grouped. 

As these investigators pointed out, such changes 
are common to many diseases in which the lower 
motor neuron is involved at the cord level. How- 
ever, the absence of lower motor neuron degenera- 
tion is striking in the presence of prolonged paraly- 
sis, and this would seem to rule out poliomyelitis as 
the cause. 


Treatment 


The first important requirement of treatment is 
that the physician should be thoroughly familiar 
with the natural course of the disease and its 
complications.15 Not the least important is psycho- 
logic care of both the patient and his immediate 


family, especially if the patient is an adolescent or 


a young married person. Early in the course of the 
disease the attending physician should have a frank 
and honest discussion with the patient and his 
family about all pertinent aspects of the situation. 

Another early consideration is that the patient 
should be kept at bed rest in anatomic and physi- 
ologic alignment, in order to prevent unnecessary 
contractures and preclude the necessity for pro- 
longed hospitalization and physiotherapy, with 
their attendant expense. 

Nursing care is placed first on the list of neces- 
sities by Eley.13 The care must be extraordinarily 
good and ought to be given by nurses experienced 
with the disease. They should be fully aware of the 
speed with which a seemingly well patient may 
become critically ill. 

Hot wet packs for relief of pain and muscle 
spasm should be employed as often as necessary 
for comfort. Prone or lay-on packs, or wrap-around 
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The adoption of fairly rigid standards 
allows for greater accuracy in diagnosis 
and makes comparison of results 
possible. Although a diagnosis can be made 
without all the criteria being met, less 
weight should then be attached to it 


packs, may be used for legs, arms, axilla, and groin. 
As soon as feasible, passive motion of all joints 
should be begun; this exercise should take the joint 
through as nearly normal range as possible. The 
extremity should be lifted at the joint rather than 
being grasped by the tender muscles. Exercise 
should be followed again by application of hot wet 
acks. 

. Another point of importance is the prevention of 
secondary infection. A common early manifestation 
is inability to void. Before catheterization is per- 
formed, a trial of Furmethide, given subcutaneously 
in a dose of 2 to 5 mg., should be carried out. This 
frequently causes a prompt emptying of the blad- 
der. The drug should be used with caution in pa- 
tients with a history of allergy, but there are usually 
no side effects. If catheterization should be neces- 
sary, especially an indwelling catheter, appropriate 
antibiotic or chemotherapeutic agents should be 
used. These should be chosen with care, so that 
they will not prove irritating to the kidney. 

Other important sources of infection are respira- 
tory disturbances, an area of phlebitis, or aspiration 
of pharyngeal or gastric secretions. Again prophy- 
lactic measures should be used. 

Oxygen therapy may be important for a variety 
of reasons. Obstruction of the airway, from what- 
ever cause, or pulmonary infection, atelectasis, or 
edema may be indications. Oxygen also has diag- 
nostic value in differentiating between the symp- 
toms of early encephalitic involvement and hypoxia. 
Whenever it is used, it should be bubbled through 
water so that it comes in a warm moist form, to 
avoid irritation and consequent increase in tracheal 
secretions. 

Sedation is of questionable safety, especially 
during the unpredictable early stages of the dis- 
ease. Its risk seems to outweigh its value; and most 
symptoms can be relieved by hot wet packs and 
salicylates. The main danger in sedation is in the 
dulling of awareness, so that the patient does not 
know when respiratory disturbances are developing 
and hence cannot make this known. This lack of 
awareness could be fatal, and the danger of seda- 
tion is thus very real. 

A frequent complication which has not received 
a great deal of attention is bleeding from a gas- 
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trointestinal ulcer. In all cases of bulbar polio with 
involvement of the hypothalamus, daily examina- 
tion of the stools for gross or occult blood should 
be made, and repeated hemoglobin determinations 
should be carried out. Symptoms of bleeding are 
the same as in any other patient, and treatment is 
also symptomatic, both for the ulceration and for 
the loss of blood. 

Like other immobilizing diseases, polio has as 
one of its sequelae demineralization of the bones. 
Some control can be achieved by giving no milk 
and a diet low in vitamin D, and by frequent 
changes in the position of the patient and use of 
passive and active exercises. Hypercalcemia can 
also cause renal calculi, which not only produce 
distress but may leave enough renal damage to 
influence ultimate recovery. If this is added to a 
renal infection incurred by repeated catheterization, 
the situation can become very serious indeed. Care- 
ful medical supervision will avoid much of this; the 
diet, patient's position, fluid intake, urine concentra- 
tion, and judicious use of antibiotics must all be 
considered. The degree of demineralization can be 
judged if a Sulkowitz test of the urine is performed 
two or three times a week. 

Myocarditis is more common than is generally 
thought; electrocardiographic examination would 
detect such an occurrence, and management could 
be altered accordingly. 

Respiratory disturbances may develop from pa- 
ralysis of a number of areas, including the tongue, 
pharynx (with pooling of secretions), abductor 
muscles of the vocal cords, intercostal muscles, 
diaphragm, or from involvement of the respiratory 
center (in bulbar polio). If the tongue is paralyzed, 
respiration can often be aided by placing the pa- 
tient on his chest with his head somewhat lowered; 
this will usually displace the tongue forward and 
provide an open airway. Pharyngeal paralysis can 
sometimes be helped by providing postural drain- 
age (20 to 30 degrees) and suction. Because of the 
danger of regurgitation and aspiration, gavage feed- 
ing is to be avoided. Fluids and electrolytes can be 
replaced intravenously. 


Nursing care is placed first on the 
list of necessities ... The care must be 
extraordinarily good and ought to 
be given by nurses experienced with the 
disease. They should be fully 


aware of the speed with which a seemingly 


well patient may become critically ill 


It is important to differentiate whether general- 
ized respiratory embarrassment is caused by pa- 
ralysis of the intercostal or diaphragmatic muscles 
or by involvement of the respiratory center, since 
the treatment is very different. 

To detect intercostal paralysis, splint the abdo- 
men with the hands and observe whether there is 
any motion of the chest carriage on inspiration. To 
determine diaphragmatic function, see whether the 
patient is able to sniff, and splint the chest with the 
hands and observe whether the abdomen expands 
on inspiration. If these physical findings are absent, 
and if there is irregularity of rate, depth, and 
rhythm of respiration, this is usually indicative of 
involvement of the respiratory center. 

The iron lung is the most efficient of measures 
presently available for artificial respiration. It 
should be used as soon as respiratory embarrassment 
appears, rather than waiting for such acute symp- 
toms as cyanosis and gasping respirations; it would 
seem that the muscular fatigue thus incurred is 
actually conducive to further paralysis. Some of the 
signs which suggest the need for respiratory aid 
are: Is breathing rapid and shallow? Are the acces- 
sory muscles involved with dilatation of the alae 
nasi? Is speech short and quick? Can the patient 
count to 10 or 12 without taking a breath? Can he 
whistle (requiring deep inspiration followed by 
fixed and expanded chest)? Can he sniff or blow 
his nose? A more accurate and scientific method is 
to determine the vital capacity. Rest periods in the 
respirator are indicated when the vital capacity is 
at two thirds to one half the predicted value, and 
continuous care in the respirator is indicated when 
the vital capacity is one third to one quarter of the 
predicted value. 

If it appears that the patient may require respi- 
rator treatment, it is a good idea to explain its 
need and then have the patient placed in it for 
short periods. This helps to eliminate psychologic 
shock if he should ever have to stay in it for an 
extended period, and teaches him to accommodate 
his respiration to the machine. On the other hand, 
if the patient is mainly confined within the respi- 
rater, frequent periods out of it should be given 
when his condition permits it, to restore his con- 
fidence and facilitate subsequent total removal from 
the machine. 

Although there are several methods of artificial 
respiration, for the acute phase the tank respirator 
is most efficient. Chest respirators or cuirasses are 
of more value in later care. The cuirass of the type 
which covers the chest wall and part of the upper 
abdomen is about 47 per cent as efficient as the 
tank respirator. The cuirass which covers the chest 
and complete abdomen is about 61 per cent as 
efficient as the tank. The rocking bed is about as 
efficient as the chest respirator and is of benefit 
after the tank respirator is no longer needed. The 
electrophrenic respirator produces rhythmic con- 
tractures of the diaphragm by electric stimulation 
of the phrenic nerve and at the same time inhibits 
phrenic impulses from rising above the point of 
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application of the electrode. This device may be 
lifesaving in certain types of paralysis. When these 
means of artificial respiration are not available, 
positive pressure breathing can be instituted by use 
of an anesthesia machine after introduction of an 
endotracheal tube. 

While the patient is in the respirator, expert med- 
ical and nursing care are required. The use of 
postural drainage and intelligent suctioning are im- 
portant not only in connection with pharyngeal 
paralysis, but also with intercostal or diaphragmatic 
paralysis and in bulbar polio. Oral and gavage 
feedings should be avoided for the first few days, 
because the danger of vomiting and resulting aspi- 
ration is paramount. Either hypoventilation or hy- 
perventilation may jeopardize the patient's course. 
The airway must be kept open by removal of se- 
cretions and prevention of other obstruction. 

Individual determination of respiratory rate is 
necessary, and it is based largely on age. For chil- 
dren a rate of 24 to 30 per minute is usually ade- 
quate with a pressure of —12 to +5 cm. of water; 
for adults a rate of about 18 per minute and a 
pressure of —18 to +6 to 8 are usually comfortable. 
It is sometimes suggested that the tank pressure be 
increased to its full range for three breaths, three 
or four times a day, to help maintain normal com- 
pliance of the lungs and chest wall and prevent 
fixation. 

Nursing attention should be of the best. The 
nurse must not only change the patient’s position 
(from back to chest), but she must watch the skin, 
perspiration, and high temperatures within the ma- 
chine. She must also be able to anticipate impend- 
ing danger and act accordingly. 

A tracheotomy should be performed only if there 
is no other way to maintain an adequate airway; 
other methods for relieving obstruction have been 
previously mentioned. “Prophylactic tracheotomy” 
is probably not good practice. Numerous compli- 
cations could ensue, and it is quite likely that nurs- 
ing care required is increased rather than decreased 
by its use. However, if the operation must be per- 
formed, it is better to do it before the patient needs 
artificial respiration. The size of the tracheotomy 
tube is a matter for conjecture; the small tubes 
decrease the lumen of the trachea too extensively, 
making breathing more difficult because of in- 
creased resistance to respiration, while the large 
tubes carry a danger of causing edema and eventu- 
ally ulceration in the mucous membrane. 

When the disturbance in respiration results from 
involvement of the respiratory center, the iron lung 
may offer little aid because the patient cannot co- 
ordinate with the rhythm of the machine. Sedation 
is sometimes used to completely remove the influ- 
ence of the respiratory center and leave the machine 
to “take over” respiration. The electrophrenic respi- 
rator may be useful to carry the patient through the 
immediate emergency. 

It is unfortunately true that patients with respi- 
ratory center involvement usually have other dis- 
turbances as well, including diffuse involvement of 
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the nervous system and disturbances in circulation. 
The two factors combine to make the prognosis 
poor, and such procedures as may be used— 
warmth, plasma, albumin, stimulants, steroids, and 
norephedrine—may not avail to save the patient's 
life. 

Signs of encephalitic involvement, such as hyper- 
excitability, extreme mental confusion, convulsions, 
and muscular tremor, may be confused with signs 
of hypoxia. Oxygen administration may be diag- 
nostic as well as therapeutic in such an instance. 
However, true encephalitic involvement may pro- 
gress to lethargy, somnolence, coma, and death. 

Much can be said in favor of home care of the 
patient with acute nonparalytic poliomyelitis. If 
the physician is able to call at least once a day, 
and if a hospital with proper equipment is ac- 
cessible in case of emergency, it can usually be 
allowed. It has such advantages as improving the 
psychologic effect on the patient and his family, 
and easing the financial burden. 

Patients with acute nonparalytic poliomyelitis 
should be seen by a competent orthopedist at regu- 
lar intervals for at least 2 years after the acute 
phase has passed. This should insure against the 
kind of physical handicap that could eventuate 
through neglect. 


Prophylaxis 


All of the foregoing could become obsolete if only 
the population would avail itself of the available 
antipolio vaccine. If 85 per cent of the population 
could within the next 3 months receive the Salk 
vaccine, poliomyelitis would become extinct in this 
country. In spite of the availability of this vaccine 
for the past 5 years, there have been several epi- 
demics of poliomyelitis in this country; there were 
2,500 paralytic cases in 1960 alone. 

The schedule for giving Salk vaccine remains 
the same as in the past. The second shot is given 
1 month after the first, the third 7 months after 
the second (or before the next polio season), and 


The Salk vaccine could completely eradicate 
poliomyelitis from the country this 
year if the goal of 85 per cent 
immunization were met. If this cannot be 
done in 1961, then all physicians must 
support a national program for use 


of attenuated oral live vaccine in 1962 
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the fourth 1 year later. This applies to persons of 
all ages except infants under 6 months. 

Further additional doses are recommended for 
children when they enter school and for individuals 
who are exposed to “high risk of infection.” This 
risk is described as being during an epidemic or 
in case of travel in regions of high infection. 

When live polio vaccine becomes available, as is 
anticipated by the latter part of 1961, the follow- 
ing recommendations of the United States Public 
Health Service Committee on Live Polio Vaccine 
will have applicability: 


In view of the fact that the nationwide programs with killed 
virus vaccine failed to achieve the hoped-for elimination of 
all epidemics of paralytic poliomyelitis, the Committee em- 
phasizes the need for critical assessment of the place of live 
poliovirus vaccines in the overall picture of poliomyelitis 
prevention in the U.S.A. The uncoordinated use of live 
poliovirus is unlikely to accomplish more than has been 
achieved with inactivated poliomyelitis vaccine as presently 
employed. It appears probable that only a unified national 
program which utilizes each of the available types of vac- 
cine to its best advantage can accomplish the total preven- 
tion of outbreaks. 

The Committee also emphasized that when live poliovirus 
vaccine becomes available generally in this country, its use 
will be more appropriate on a community than on an in- 
dividual basis. This will depend upon a number of factors, 
and special recommendations will be necessary for the guid- 
ance of physicians, public health officials, and others who 
will be engaged in such programs. Attention should be given 
to such matters as administration to special groups: e.g., 
very young children, pregnant women, susceptible adults 
and others, and even more important is the planned con- 
tinuation of this program as long as necessary to achieve 
and maintain the required results. 

Because of the unique nature of live poliovirus vaccine, 
with its capacity to spread the virus in a limited manner to 
nonvaccinated persons, the Committee cannot make recom- 
mendations for manufacture without expressing concern 
about the manner in which it may be used. The seriousness 
of this responsibility can be illustrated, for example, by the 
known potentiality of reversion of virulence of live polio- 
virus vaccine strains, and the possible importance of this 
feature in the community if the vaccine is improperly used. 

For example, the vaccine has been employed largely in 
mass administrations where most of the susceptibles were 
simultaneously given the vaccine, thus permitting little op- 
portunity for serial human transmission; or, it has been 
administered during a season of the year when wild strains 


have usually shown limited capacity for spread. This expe- 
rience should provide the basis for developing usable prac- 
tices for the U.S.A. 


Although dosage schedules for the oral vaccine 
were discussed at great length by the Committee 
on Poliomyelitis at the recent Conference, the final 
dosage schedule will be recommended by the Pub- 
lic Health Service, when sufficient oral vaccine 
becomes available to properly carry out an im- 
munization program. 

It is our obligation as osteopathic physicians and 
surgeons to wholeheartedly support the national 
program for poliomyelitis immunizations and to 
individually see that at least 85 per cent of our 
own patients, aged 40 and below, are immunized. 
The Salk vaccine could completely eradicate polio- 
myelitis from the country this year if this goal of 
85 per cent immunization were met. If this cannot 
be done in 1961, then all physicians must support 
a national program for use of attentuated oral live 
poliomyelitis vaccine in 1962. 
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A somatic component in 


heart disease 


RICHARD S. KOCH, D.O.,* Olympia, Washington 


Among the many apparent causes of heart disease, 
no one element has been singled out as a common 
pathogenic factor. Moreover, a survey of current 
interests in the field of cardiac research would in- 
dicate that the problem of finding a true common 
denominator is nowhere near solution. Yet there can 
be no doubt that such a finding would aid immeas- 
urably in the control and possible eradication of 
heart disease. It is clear that if this end is to be 
achieved, fresh concepts and technics must be 
marshaled, and herein lies a unique opportunity 
for the osteopathic profession. There is evidence 
that at least part of the problem’s solution may lie 
in a field that has largely been ignored in cardiac 
research—the study of musculoskeletal components 
in cardiac function. Specifically, what is needed is 
a definition of the relationship between conditions 
in the heart and conditions in the mechanisms that 
supply blood and nerve impulses to the heart, with 
special reference to the influence of structural mod- 
ifications along the pathways from the central nerve 
core to the organ itself. 

The question is: Is there some common influence 
which makes the heart the site of predilection for 
the established catalogue of diverse pathogenic 
agents? Can there be some major disturbance in 
heart physiology which allows or encourages the 
cholesterol, the infectious process, the tobacco al- 
kaloids, the arteriosclerosis, or the nervous tension 
to affect the heart specifically? Would this hypo- 
thetic condition in some way make the heart more 
vulnerable than any other organ, or more quickly 
reached by the pathogen—or is it simply that the 
physiologic change itself is more dramatic because 
the heart is the vital pump? 

To answer such questions there must first be 
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clinical findings in cardiac patients which repeated- 
ly and persistently appear as operating to disturb 
coronary circulation and myocardial chemistry, thus 
impairing the homeostatic disease-resisting process. 
Such findings would point to a somatic factor, pos- 
sibly originating in the musculoskeletal system, 
which might warrant investigation as a possible 
common denominator. Evidence supporting the 
physiologic possibility of such a localizing element 
has been supplied by several investigators, includ- 
ing Denslow! and Korr.? Their studies have demon- 
strated that the facilitated spinal segment “funnels” 
or “channels” an overflow of somatic impulses into 
the sympathetic system. Robuck® and Wilson* have 
offered confirmation based on clinical studies in- 
volving palpation and manipulation. Louisa Burns 
and her colleagues® have derived impressive evi- 
dence from experiments with laboratory animals. 
Clearly, however, there is a vital need for a great 
deal more evidence based on objective clinical 
studies. As a possible step toward that end, the 
observations in a fairly large group of patients with 
heart disease are reported here. 


Clinical studies 


Method « A series of 150 unselected cases of de- 
velopmental organic and functional heart disorders 
was studied to determine whether a relationship 
exists between abnormal cardiac manifestations 
and aberrations in vertebral and paravertebral 
structure and function. The group of functional 
heart disorders included 100 cases in which the 
symptoms suggested the diagnosis commonly ex- 
pressed as “cardiac neurosis.” Their classification . 
as functional disease was based on cardiac and 
cardiovascular changes in the absence of conclusive 
evidence of organic disease. In the 50 cases of or- 
ganic heart disease the diagnosis was based on the 
reports of cardiologists and the findings made in 
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electrocardiographic, fluoroscopic, and roentgeno- 
graphic studies. No cases of congenital heart dis- 
ease were included in this investigation. The 
diagnoses in the organic-disease group included 
myocardial infarction, coronary thrombosis and 
sclerosis, hypertensive heart disease, endocarditis, 
and acute and chronic myocardial insufficiency. 

Following classification, the patients were ex- 
amined by palpation of the thoracic spinal area, to 
determine whether osteopathic vertebral lesions ex- 
isted, as evidenced by hyperesthesia to deep pres- 
sure and by restricted vertebral mobility. Antero- 
posterior x-ray films of the thoracic area were then 
made with the patient standing. Thus the subjective 
physical findings could be compared with objective 
roentgenographic evidence. Finally, corrective spi- 
nal treatment was instituted, combining osteopathic 
manipulation with individually prescribed regimens 
of home treatment. All cases have been followed 
for periods of 1 to 8 years. Each patient’s record 
includes, in addition to a carefully elicited prior 
history, the details of his daily progress under treat- 
ment as well as associated elements such as en- 
vironmental stresses, daily habits and behavior, his 
mental and emotional status, and his own daily 
observations of his symptoms and the factors that 
appear to influence them. 


Results e Physical and roentgenographic examina- 
tion disclosed aberrations in the upper thoracic 
vertebrae in 92.6 per cent of the cases in the series. 
The defects were asymmetrical positioning, and 
the pattern was constant in each patient. 

Of the 100 functional cases, 93 showed evidence 
of hyperesthesia to deep pressure, as well as re- 
stricted vertebral mobility, usually unilateral, in the 
area of the second to the sixth thoracic segment. 
This finding was complemented in all cases, by pos- 
tural x-ray films demonstrating that the area of 
strain was located either at the central point on a 
lateral curve in the thoracic spine, or at the base 
of an angulated lateral “list” of several segments, 
or, in a few cases, at the junction of a straight 
thoracic spine with a lateral curve occurring below 
the sixth segment. Among the 93 cases, the sites of 
strain or lesion were distributed as follows: second 
thoracic segment, 3; third, 19; fourth, 33; fifth, 27; 
sixth, 11. 

Of the 50 cases of organic heart disease, all 
showed subjective and palpable findings of verte- 
bral lesions in the area of the second through the 
sixth thoracic segments. Postural x-ray studies re- 
vealed the point of strain in 46 cases. The centers 
of the strain areas were distributed among these 
cases as follows: second segment, 1; third, 11; 
fourth, 5; fifth, 19; sixth, 10. 

Although other areas of lesion or strain were 
detected in many cases, only the above-designated 
lesions and strain patterns occurred with statisti- 
cally significant frequency. Figures 1 through 5 
show the results of postural x-ray studies in a few 
of the cases of organic heart disease, with a brief 
note on the preliminary electrocardiographic find- 


736 


+ Fig. 2 
Fig. |. Strain area at second segment; ECG evidence of left 


bundle-branch block. Fig. 2. Strain area at sixth segment; ECG 
evidence of fibrillation with moderate ventriculor tachycardia. 


ings in each case. In the case illustrated in Figure 
1, the left bundle-branch block was considered to 
be a long-standing condition, as evidenced by 
diphasic rather than reversed T waves. In the case 
shown in Figure 2 there was evidence of an old 
anterior basal myocardial infarct, in addition to the 
current fibrillation with ventricular tachycardia; 
from this evidence and the patient’s history it was 
thought that decompensation was probably im- 
pending. Figure 3 shows a case in which the clinical 
impression was that of coronary disease; the elec- 
trocardiogram indicated a large, subacute postero- 
lateral infarct. In Figure 4, the associated electro- 
cardiographic tracing was believed to represent left 
bundle-branch block modified by a digitalis effect; 
if digitalis therapy was not a factor, however, it 
was considered that marked coronary insufficiency 
must be present, with probably a healed anterior 
myocardial infarct. In the case shown in Figure 5, 
the electrocardiogram showed the R waves sup- 
pressed in leads V, to V,, and this was the only 
apparent residuum of an anterior infarction which 
probably took place 4 years before; the A-V con- 
duction time was within normal limits at the time 
this tracing was made. 
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Fig. 3. Strain area at sixth segment; ECG evidence of postero- 
lateral infarct. Fig. 4. Strain area at sixth segment; ECG evi- 
dence of left bundle-branch block with possible digitalis effect. 


General observations e In this study considerable 
importance was attached to meticulous and accu- 
rate recording of each patient's history, as well as 
to careful and searching questioning of the patient 
at each appointment. The findings were of course 
subjective, and the difficulty of evaluating such 
evidence is recognized. Statistical methods can 
hardly be applied to data involving patients’ feel- 
ings and memories; moreover, in this instance com- 
parison with similar findings elsewhere was im- 
possible because of the failure to find in medical 
literature any comparable studies or data. Analysis 
of the personnel records in this series, however, 
showed certain symptom patterns and pathologic 
developments occurring repeatedly. These findings, 
in light of the physical and roentgenographic find- 
ings, are believed to constitute significant evidence 
regarding a possible relationship between heart 
disorders and changes in neurovascular mecha- 
nisms in the spinal area. Following is a résumé of 
the major points of significance observed: 

1. Every patient in each group experienced re- 
current symptoms related to the upper thoracic 
spine, as well as the symptoms directly referable to 
the heart. 

2. In all cardiac episodes, mild or severe, the 
majority of patients characteristically experienced 
the onset and disappearance of spinal and cardiac 
symptoms concurrently. The spinal symptoms were 
reported as having appeared most often shortly be- 
fore the cardiac symptoms, not after. 

3. The majority of patients who recalled details 
with certainty were confident that their related spi- 
nal symptoms had developed months or years be- 
fore the initial onset of their cardiac symptoms. 

4. A history of previous trauma to the upper 
thoracic spinal area antedating spinal-cardiac symp- 
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toms by months or years was commonly recalled. 
Patients who could not recall a specific episode 
nevertheless felt that such a history was probable 
in their cases. 

5. In previous injuries involving dermatomes re- 
lated to the lesioned spinal areas (for example, in- 
jury to a shoulder or elbow), there appeared to be 
a high incidence of recurrence and chronicity of 
symptoms in the traumatized area. Patients de- 
cribed a residual weakness or susceptibility to stiff- 
ness and soreness, or a seeming failure of perma- 
nent resolution of the injury. 

6. The incidence of other disease processes in 
tissues along the distribution of nerve branches 
from the lesioned segments seemed significant. 
Such conditions included arthritis of the wrist, el- 
bow, and vertebrae; tendonitis; bursitis; mammary 
neoplasms and cysts; presternal seborrheic derma- 
titis; skin eruptions on the arm, hand, and chest; 
bronchial disease; and calcification of costocarti- 
lages. It is interesting to note that in Sweden a 
study has been reported in which 25 per cent of 
all patients with myocardial infarction developed 
“frozen-shoulder syndrome felt to be unrelated to 
the coincidental inactivity imposed on the heart 
patients. 

7. Of considerable significance in this study (and 
certainly of considerable importance to the cardiac 
patient) was the type of effort that seemed most 
likely to provoke a cardiac reaction either imme- 
diately or after a few hours. Uusually it was not a 
strenuous general body or leg activity such as 
would ordinarily be expected to be most taxing. It 
was instead often described as activity of a mild 
degree but protracted and tiring to the upper tho- 
racic spine, involving the forward bending of arms, 
head, neck, and shoulders. Such activity is asso- 
ciated with lawn-mowing, washing and ironing, 
carrying packages and suitcases, housework in gen- 
eral, or long hours of working at a table, counter, 
or desk. According to Long,® it was observed in 
one series of cases that “lawn mowing was an ac- 
tivity immediately preceding cardiac attacks in a 
tremendous incidence.” Supporting this observation 
is Goldberger’s? general statement that “myocardial 
infarction occurs with high frequency among manu- 
al laborers.” 

8. It was likewise established that every patient 
with organic heart disease had experienced occa- 
sional, mild, “functional” cardiac symptoms recur- 
ring in increased intensity and frequency years 
before there were diagnostic signs of pathologic 
changes in the heart. In this connection it is noted 
that records of medical discharges at West Point 
have indicated that in a series of cases of functional 
heart disease, organic heart disease followed in high 
incidence.® 

9. Of the patients with organic disease in this 
series, nearly all had previously sought medical care 
for their functional symptoms only to be told that 
there were no signs of disease, and the heart dis- 
order was either nonexistent or due to “nerves.” 
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Fig. 5. Strain area at the fifth segment; ECG evidence of 
previous infarction. 


10. Aside from patients’ memories and opinions, 
is was not infrequently established that previously 
involved physicians themselves reported that pa- 
tients who now had proved organic disease were 
in years past thoroughly examined, by cardiog- 
raphy as well as clinical tests, and declared to be 
functional cases of “cardiac neurotics.” 

11. In all cases, both functional and organic, 
marked subjective and clinical improvement fol- 
lowed treatment by the physician (supplemented 
by home treatment regimens) directed toward cor- 
recting the spinal lesion and maintaining such cor- 
rection. Both spinal and cardiac symptoms abated 
in varying degrees after spinal corrective treatment. 

12. In general, patients in both groups who had 
previously received medication and other routine 
medical care without satisfactory relief experienced 
rapid amelioration or disappearance of all symp- 
toms following spinal correction. This was true of 
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patients whose drug therapy was continued as well 
as those who were removed from such regimens 
before spinal treatment was begun. 

13. In both groups, relief from cardiac and spinal 
symptoms was generally sustained as long as pa- 
tients received corrective spinal treatment. Recur- 
rence of cardiac and cardiac symptoms and signs in 
varying degrees was the rule following interruption 
of corrective care. 

14. Laboratory measures (including fluoroscopy 
and electrocardiography ) and clinical evaluation in 
no case at any time revealed progression of ¢ardiac 
pathologic changes when spinal correction - con- 
sistently pursued. Such diagnostic methods usually 
revealed the diminishing of pathologic contitios 
in varying degrees. 

15. No cardiac deaths or episodes requiring spe- 
cial medical care occurred during the spinal cor- 
rective program. 


Discussion 


Implications ¢ This study of the possibility of the 
musculoskeletal component in 150 cases of cardiac 
disorders yielded subjective and objective evidence 
that appears to be too strong to be categorically 
rejected. The palpatory and roentogenographic 
findings, together with prior fluoroscopic and elec- 
trocardiographic studies, showed that a large major- 
ity of these patients with cardiac symptoms and 
specific cardiac disease had associated asymmetrical 
spinal aberrations. These disturbances were grossly 
in the immediate regions and neurologically in the 
associated regions of the sympathetic centers and 
their connector fibers which supply the coronary 
and myocardial tissues. In view of the basic physi- 
ologic research previously carried out,!-5 the so- 
matic findings can hardly be regarded as coinci- 
dental and inconsequential. The results of this 
study imply that further objective research in this 
area is strongly indicated. Such research might well 
confirm the existence of a musculoskeletal compo- 
nent, elucidate the mechanism and processes in- 
volved, and clarify the role and the practical tech- 
nics of therapy and prevention. 

In the meantime, it would appear that if the 
physician ignores the possibility of this component 
in the cardiac patients he is treating, he would 
seem to be handling quite superficially a patient 
whose disturbed heart is left to depend for optimum 
health on segments of obviously ailing body ma- 
chinery. As evidenced by this study, the patients 
themselves are strongly convinced of the influence 
of musculoskeletal derangement, especially when 
they are able to compare their symptoms with the 
roentgenographic evidence. For this reason they 
willingly cooperate in the long-range program of 
treatment. 


Principles of treatment e In these cases, common 
manipulative measures familiar to the osteopathic 
physician served to mobilize and reduce lesion 
areas; details of manipulative therapy in heart 
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disease, with photographic illustrations, have been 
published by Robuck.® In addition, a home pro- 
gram of spinal rehabilitation was instituted for 
each patient at the outset of his case, in cases 
where mild effort was not contraindicated. The 
daily regimen prescribed correctional stretching or 
bending of the shortened or tightened soft tissues 
involving the head, neck, and thoracic regions. The 
home treatments were largely passive in nature, 
but some also required direct activity on the part 
of the patient. Forms were prepared describing the 
general principles of spinal rehabilitation and out- 
lining specifications for each individual program. 
For the most part the instructions were adapted to 
the principles and methods emphasized by Beilke.® 
The purpose in treatment is to lengthen, gently 
but firmly, the shortened ligaments, muscles, ten- 
dons, and fascial bands which are always present 
paravertebrally or in the thoracic cage on the con- 
cave side of any curve or list in the area of strain. 
It is primarily the condition of these shortened is- 
chemic fibrotic tissues, so frequently ignored by the 
physician, which through their shortness and loss 
of resiliency result in the rapid return of restriction 
in motion of the lesioned costovertebral segments. 
Effects of aging, postural attitudes, occupational 
habits, and gravitational influences cause the tissues 
to return to their accustomed status, along the lines 
of least resistance, following occasional manipula- 
tive correction. All tissues shorten with aging, but 
these fibrotic tissues shorten even more rapidly, 
persistently restricting normal vertebral and rib 
motion, and producing cyclic or unremitting lesion 
effects. If the physician fails to prescribe daily 
measures for neutralizing or preventing such harm- 
ful effects, he certainly increases his chances of 
joining the overpopulated category of physicans 
who have been disappointed with results of ma- 
nipulative treatment in disease processes. 


Conclusions ¢ In view of the lack of comparable 
medical evidence, and indeed an apparent lack of 
knowledge of or interest in the possibility of a 
musculoskeletal component in heart disease, the 
following conclusions from this study seem justified: 

1. Mechanical and dynamic factors involving 
certain upper thoracic spinal aberrations appear to 
be not only directly related to spinal and derma- 
tomal symptoms in this area, but also to a possible 
disturbance of cardiac sympathetic innervation. 
These factors may be considered to constitute a 
component in the pathogenesis of both functional 
and organic heart disease. 

2. Because of its remarkably high incidence, this 
component appears to be a common denominator in 
patients with developmental heart disorders. 

3. The consistent and long-standing existence of 
this component in numerous cases of heart disease 
indicates that it may be the mechanism whereby 
spinal trauma and environmental strain factors may 
lead to functional heart disorders which, if un- 
checked, encourage the development of organic 
heart disease. 
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4. The dearth of objective clinical data regard- 
ing this possible somatic component in heart dis- 
ease is responsible for the neglect of this considera- 
tion by medicine in general and by segments of 
osteopathic medicine in particular. The osteopathic 
profession, however, is peculiarly fitted for such 
research through inclination and training, and its 
members should acquaint themselves with the evi- 
dence that has so far accumulated. 

5. In order to establish the value of this ap- 
proach, a program should be initiated and directed 
toward developing scientifically valid clinical evi- 
dence regarding this component in heart disorders. 


Summary 


In a study of 150 cases representing various types 
of heart disease, it was found that 93 per cent of 
the functional cases and 92 per cent of the organic 
cases showed roentgenographic and palpatory evi- 
dence of spinal aberrations in the area of the second 
through the sixth thoracic vertebral segments. In 
both groups, overt episodes of heart distress were 
either accompanied by or, more commonly, pre- 
ceded by cervical and upper thoracic spinal dis- 
tress. In addition, various other functional and 
organic disorders related to the upper thoracic seg- 
ments or dermatomes were commonly noted in the 
patients studied. 

In all the cases of organic heart disease, there 
was evidence of functional cardiac symptoms for 
years before pathologic changes became apparent. 
In both organic and functional cases, the appear- 
ance of functional symptoms was preceded, months 
or years earlier, by various forms of upper thoracic 
spinal distress. These spinal areas also were com- 
monly recalled to have been involved in trauma at 
some time in the past. Corrective spinal treatment 
was consistently followed by varying degrees of 
relief involving both spinal and cardiac symptoms, 
and these subjective results were reflected in ob- 
jective clinical and laboratory evidence of improve- 
ment. Discontinuance of such treatment was usu- 
ally followed by signs of regression in both spinal 
and cardiac conditions. 

The possibility that this component may repre- 
sent a common denominator in the pathogenesis 
of heart disorders should alert physicians to the 
need for accelerated research leading to definitive 
evaluation of the role of the somatic factor singled 
out in this study. 
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fornia 


In the not too distant past, gastroduodenal ulcers 
in childhood were considered quite a rarity. More 
recently, however, there have been a number of 
surveys made and papers written on the subject, 
pointing out that this entity is far from unusual. 
The first report of peptic ulcer in childhood was 
made by Cruveilhier! in his Anatomie Pathologique 
du Corps Humain (1829-1835). Since then, there 
has been a wide variation of opinion as to the rela- 
tive frequency of this condition. Proctor? in 1925 
reported finding only one case of childhood ulcer 
in a total of 1,595 cases of ulcer over a 20-year 
period. Girdany,° on the other hand, found 45 cases 
of peptic ulcer in 12 years, most of which perfo- 
rated prior to diagnosis. Goldsberry® states that, 
according to autopsy findings in children dying of 
all causes, 0.1 to 0.2 per cent had undiagnosed 
peptic ulcers. At the Mayo Clinic, of 1,000 gastric ul- 
cer patients, 1.6 per cent had symptoms dating back 
to childhood, and of 1,000 duodenal ulcer patients, 
2.6 per cent had symptoms dating back to child- 
hood. This, of course, only represents those cases 
of childhood ulcer which failed to heal over a pro- 
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longed period. Another report, made by Bird, 
Limper, and Mayer,® described 243 cases of child- 
hood. This, of course, represents only those cases 
mary closure of perforations or for gastric resection. 

As to the relative frequency of gastric ulcer to 
duodenal ulcer, again there is a great difference of 
opinion. Oeconomopoulos’ found a ratio of one to 
one in his survey, while Goldberg® quoted a figure 
of seven to one, duodenal type over gastric type. 
In the Children’s Hospital of Michigan,® of 18 cases 
of ulcer seen at autopsy, there were 17 gastric ulcers 
and only 1 duodenal ulcer. This probably indicates, 
however, that the duodenal ulcer is more benign 
than the gastric ulcer, rather than actually indicat- 
ing a predominance of gastric ulcers. 


Classification 


The common method of classifying pediatric peptic 
ulcers is not primarily by the acute, subacute, and 
chronic states, but rather by age group. The three 
divisions are the neonatal, the infantile, and the 
childhood groups. 

In the neonatal group, only the first 2 weeks of 
life are considered. The process is invariably acute 
in nature and, if it is detected, the clinical findings 
usually are hematemesis or melena. Acute abdomi- 
nal distention is also frequently seen. A fairly large 
number of these ulcer patients die without any 
symptoms whatsoever. Regarding frequency of neo- 
natal ulcer, Le Mak? reported 18 cases seen at 
autopsy at Children’s Hospital of Michigan during 
the years 1940 to 1949. Holt!° also reported a series 


of 10 cases of ulcers seen in newborn infants at 
autopsy. Two thirds of these died with perforation 
or hemorrhage, and one third died without symp- 
toms. 

In the infantile group, the age limits are from 2 
weeks to 1 year. The nature of this process may be 
either acute or subacute. Frequently the symptoms 
are those of a feeding problem, vomiting, and a 
failure to gain weight. The diagnosis is rarely made 
prior to gastrointestinal bleeding. 

The third group is the childhood group; the ages 
range from 1 through 16 years. This type is con- 
sidered to be chronic and usually does not produce 
typical ulcer symptoms until age 10 or 12. After that 
time, and occasionally before, the symptoms are 
identical to those of an adult. 


Etiology 


There are many theories as to the cause of peptic 
ulcers in children. The suspected causes differ ac- 
cording to the classification of the pediatric peptic 
ulceration. In the neonatal group, circulatory dis- 
turbance, high gastric acidity, trauma, and sepsis 
have been incriminated. Circulatory disturbance 
may be due to prolonged labor, brain damage in- 
volving the vasomotor centers, or mechanical pres- 
sure from the liver and pancreas. Gastric acidity 
is suggested by some because the gastric acidity of 
the newborn rises rapidly, reaching near-adult 
levels 24 to 48 hours after birth. This high gastric 
acidity decreases in the next 10 days and does not 
rise again for approximately 6 months, at which 
time it reaches the adult level. Occasionally, trauma 
to the infant by instrumentation or gavage has been 
considered. Sepsis from an omphalitis with a result- 
ant thrombosis of the umbilical vein has been des- 
ignated as a cause of ulceration. 

Possible causes for ulceration in the childhood 
and infantile groups have included intracranial le- 
sions, burns, infections (nephritis, cutaneous infec- 
tions, otitis media, tuberculosis, and syphilis), and 
duodenal congestion or mucosal hemorrhage. 

The frequently seen adult ulcerations attributed 
to emotional factors and stress situations are well 
accepted. However, emotional factors generally 
have not been considered of any significance in the 
child. 

Some writers have laid great importance upon 
the psychogenic factors. Girdany!! stated, “Indica- 
tions are that children are in many ways similar to 
their adult counterparts. They are usually bright 
and tense and are characterized by their parents as 
being ‘nervous.’ They often seem to be lacking in 
overt emotional lability and tend to keep to them- 
selves.” Chapman, Loeb, and Young!” refer to the 
children with ulcers as having a marked inability 
to be comfortable with any expression of hostile or 
aggressive feelings. The resultant passivity and 
subnormal assertiveness, with a strong need to at- 
tempt to obtain endless amounts of affection and 
approval, leads the child to be servile and obliging 
to all persons around him. He has marked conflicts 
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over unmet needs for a secure, anxiety-free relation- 
ship with a warm affectionate mother figure. 


Symptomatology 


Symptomatology must be considered according to 
the previously described classification as there is 
considerable variation from one type to another. 
In the neonatal group the diagnosis is rarely made 
before occurrence of melena or hematemesis; how- 
ever, apparent abdominal pain or acute abdominal 
distention frequently is the presenting finding 
and, upon roentgenographic examination, pneumo- 
peritoneum is demonstrated. Acute abdominal dis- 
tention also is seen without perforation and result- 
ant pneumoperitoneum due to acute gastric dilata- 
tion. When there is acute gastric dilatation without 
the presence of small bowel gas, peptic ulcer must 
be strongly considered, inasmuch as atresia of the 
pylorus is rare and stenosis of the pylorus does not 
usually occur in this age group. 

In the infantile group, the diagnosis again is in- 
frequently made before gastrointestinal bleeding, 
despite the fact that feeding problems are usually 
present for some time before occurrence of melena 
or hematemesis. In this group, also, the viscus may 
perforate and the presenting symptom may be 
acute abdominal distention with pneumoperitone- 
um. However, during the earlier months of the 
infantile period, acute gastric dilatation without evi- 
dence of small bowel gas does not indicate the 
presence of peptic ulcer as it does in the neonatal 
group, without the possibility of a pyloric stenosis 
first being eliminated by use of a contrast medium. 
In this and the prior group, when melena is present, 
it is due to peptic ulcer in 50 per cent of cases. 

In the childhood group the symptoms of peptic 
ulcer are quite varied, and differential diagnosis is 
occasionally quite a problem. In this group, before 
age 10 or 12, the patient frequently is asympto- 
matic. When present, symptoms may be rather mild 
in nature. Pallor, anemia, loss of appetite, and loss 
of weight may be the only symptoms. Chronic ab- 
dominal pain has been mentioned. In these patients 
many disease entities which are relatively rare may 
be considered by the clinician first because of his 
reluctance to appreciate the prevalence of pediatric 
ulcers. After age 10 or 12, and occasionally earlier, 
the patient may have typical adult ulcer symptoms. 
Nausea, vomiting, “indigestion,” “heartburn,” epi- 
gastric pain relieved by milk, and intolerance to 
seasoned food are mentioned frequently. Occasion- 
ally night pain has been a complaint. In the child- 
hood group, symptoms may resemble pylorospasm, 
gastroenteritis, and acute appendicitis. The first two 
are readily evaluated by means of an oral barium 
meal. When the admitting diagnosis is acute ap- 
pendicitis, and the physician wishes to rule out . 
peptic ulcer as a possibility, the barium study may 
be of value. The finding of an ulcer, however, does 
not negate the possibility of an acute appendicitis 
as well, and the clinical evaluation must be the de- 
ciding factor. The occasional symptom of peptic 
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The common method of classifying 


pediatric peptic ulcers is not 
primarily by the acute, subacute, and 
chronic states, but rather by the 
age group. The three divisions 
are the neonatal, the infantile, 


and the childhood groups 


ulcer which misleads the clinician and results in the 
misdiagnosis of acute appendicitis is severe pain, 
both periumbilical and involving the right lower 
quadrant. Guarding is a frequent accompanying 
finding. The pain is sufficient, on occasion, to make 
the child cry out and “double up” in an effort to 
obtain relief. 


Diagnosis 


As with any disease entity, before a diagnosis can 
be made, it must first be considered. As was men- 
tioned before, there is a vast difference of opinion 
among various clinical groups as to the relative fre- 
quency of pediatric ulcers. In some clinics the diag- 
nosis of childhood peptic ulcer is considered infre- 
quently if at all—this despite the fact that Golds- 
berry® reported, on the basis of extensive autopsies 
performed on children dying of other conditions, 
that at the present time there are 50,000 children 
in the United States from the ages of 1 year to 6 
years who have undiagnosed peptic ulcers. Other 
groups, having become more aware of childhood 
ulcers, have come to consider the possibility of this 
entity in all patients with gastrointestinal com- 
plaints and also include it in their differential diag- 
nosis of many obscure illnesses. 

However, the referring physician is not the only 
one who may minimize the place of this entity in 
childhood. After the physician has ordered the gas- 
trointestinal study, the radiologist’s criteria for di- 
agnosis may vary according to his reading and 
experience regarding the subject. Goldberg,’ on one 
hand, reported 20 cases of peptic ulcer in a 1-year 
period. In 9 of these cases the diagnosis was made 
on the basis of cap deformity alone. He states that 
gross deformity is rarely seen, and slight deformity 
of the cap should be considered diagnostic. Others 
state that the diagnostic criteria are pylorospasm, 
cap deformity, and an actual ulcer niche with a 
zone of radiolucency surrounding it. Singleton!% 
states that many times contrast media retained in 
normal mucosal pattern is misinterpreted as an ulcer 
crater. He states that a definite ulcer crater must 


742 


be demonstrated which retains media during and 
following thorough fluoroscopic manipulation. 

Since the pathologic process of pediatric ulcer is 
basically different from that of the adult variety, it 
cannot be expected that the roentgenographic cri- 
teria would coincide with those of the adult variety, 
Gross deformity of the duodenal cap cannot be 
expected, as this is a simple necrotizing lesion with- 
out associated inflammatory or fibrotic changes, 
Because the ulcer craters are usually not of long 
standing and are also usually rather shallow, per- 
sistent retention of media is not usually seen. Pylor- 
ospasm, sufficient to cause transient obstruction, is 
seen in 25 per cent of pediatric peptic ulcers; this, 
of course, results in poor visualization of the cap 
during both fluoroscopic and roentgenographic ex- 
amination. Hyperperistalsis also makes crater iden- 
tification difficult as the medium empties rapidly 
from the duodenal cap, not remaining sufficiently 
long to visualize accurately or to record properly. 

It is felt by many, therefore, that minimal cap 
deformity must be considered significant in the di- 
agnosis of pediatric peptic ulcer and, if it is asso- 
ciated with pylorospasm or hyperperistalsis, it is 
diagnostic. Evaluation of tenderness to deep pal- 
pation during fluoroscopy is not feasible in the 
younger age group because of these patients’ in- 
ability or unwillingness to cooperate. In the older 
age group, as in adults, peptic ulcer is occasionally 
seen without any definite tenderness to deep palpa- 
tion. 


Pathology 


Peptic ulcers can occur only where tissues are ex- 
posed to the combined action of pepsin and hydro- 
chloric acid. Common sites are the stomach and 
duodenum. However, they may be seen in the 
esophagus and in the jejunum following a gastro- 
jejunostomy. They also are occasionally located in 
a Meckel’s diverticulum where there is ectopic 
acid-producing gastric mucosa present. The ulcer 
itself does not occur in the mucosa containing the 
acid-producing cells, but rather in the neighboring 
mucosa. The question that still troubles many is 
this: Why, despite all the tissue available for ulcer- 
ation, is only a fraction of 1 per cent of the entire 
mucosa involved in most gastric ulcers? 

The chronic ulcer consists of a spontaneous loss 
of substance, ordinarily circular, with the margins 
cut perpendicularly, the bottom gashed and thick, 
and of variable dimensions. Almost always single, 
it is situated most commonly on the lesser curva- 
ture or upon the posterior wall. In the pylorus, it 
takes the form of a circular zone. It advances slowly 
and progressively, and it spreads out on the surface; 
but especially it excavates deeply, and if adhesions 
do not oppose, perforation occurs. Acute ulcers may 
occur anywhere. In the adult acute ulcer, four zones 
are noted: the necrotizing zone, the zone of granu- 
lation, the inflammatory zone, and the zone of 
fibrosis. 

In the older ages of the childhood group, the 


chronic type of ulcer may be seen, as may the 
adult type of acute ulcer. However, in most children 
the pathologic process is not either of these, but 
rather consists of only two zones: the necrotizing 
zone and the granulation zone. This is why the 
roentgenographic appearance of the childhood ulcer 
may not have adult characteristics. 


Personal study 


In my own study of 41 pediatric peptic ulcer pa- 
tients, 4 patients were in the infantile group and 
37 were in the childhood group. Twelve patients 
were under 5 years of age, the youngest being 4 
months old. In the infantile group 2 patients 
had melena prior to roentgenographic examination. 
Other symptoms of the infantile group were a 
low-grade fever, vomiting, and general irritability. 
Relative degrees of malnourishment were seen, and 
abdominal pain was apparently present in many 
of the children. 

In the childhood group complaints were numer- 
ous and varied. Abdominal pain was the symptom 
most frequently seen. Of the patients, 73 per cent 
had definite abdominal pain. This was usually con- 
fined to the epigastrium and periumbilical areas. 
However, occasionally there was also pain in either 
or both lower quadrants. 

An interesting finding in this survey was that 
the symptom second in frequency was a midafter- 
noon fever. A total of 51 per cent of the patients 
had a low-grade fever for several days of their 
hospital stay. A search of the literature has failed 
to find mention of this particular symptom. It may 
be relatively unimportant; however, in my study, 
many of the erroneous admitting diagnoses were 
based upon this fever of undertermined origin. 

Nausea or vomiting was seen in 39 per cent of 
cases. Less frequently seen were diarrhea, vertigo, 
constipation, fatigue, syncope, lethargy, and weight 
loss. Melena was seen twice in this group, and 
hematemesis was seen once. Ten of the childhood 
group had typical adult ulcer symptoms: epigastric 
pain relieved by milk and alkali, and intolerance 
to seasoned foods. 

An attempt was made to correlate the emotional 
factors of the children with those of the typical 
adult ulcer patient. In this survey, psychogenic 
factors were considered to be of considerable sig- 
nificance. Of my group, 70 per cent were found 
to have other organic conditions which are com- 
monly thought of as having an emotional com- 
ponent or else were classified by both their parents 
and physicians as being “nervous children.” 

Atopic dermatitis was seen occasionally, as was 
asthma and enuresis. Dysmenorrhea was seen in 
one of the older girls, and there was a single case 
of an acute anxiety state diagnosed by a psychi- 
atrist. 

School problems were frequently seen in this 
group. Some children were symptom-free at home, 
but upon arrival at school their complaints began. 
The patients once again became asymptomatic 
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In the infantile group, the 
diagnosis is infrequently made 
before gastrointestinal bleeding is 
noted, despite the fact that 
feeding problems are usually present 
for some time before the occurrence 


of melena or hematemesis 


upon leaving school. Still others of the group had 
symptoms only during certain periods of school 
which were most disagreeable to them; arithmetic 
rated fairly high in this regard. On the other hand, 
some children had more symptoms while at home. 
This was not constant, but rather existed only 
during certain stress situations at home. Evaluation 
of the parents of the children of this last group 
revealed several of the parents to be “extremely 
nervous.” Atopic dermatitis and peptic ulcer were 
occasionally seen among the parents, and several 
of the families were having emotional problems at 
home. Divorce was seen on a few occasions and 
paternal death was noted once. 

It is my opinion that this study revealed sufficient 
evidence to indicate that the children’s condition 
was directly affected by any change in domestic 
tranquility, leading to an exacerbation of their 
symptoms during stress situations. This apparently 
agrees with Girdany’s!! comment that “these chil- 
dren are in many ways similar to their adult coun- 
terparts.” 

In this series, a great variety of admitting diag- 
noses were made, some seemingly far distant from 
peptic ulcer. The most frequent admitting diagnosis 
was enteritis, with a total of 7 cases. The next 
commonest diagnosis was acute appendicitis, in 6 
patients, most of whom went to surgery and had 
normal tissue removed. The diagnosis of rheumatic 
fever was made 5 times, primarily because of the 
previously described afternoon fever and associated 
vague complaints. Joint pain was reported in 2 of 
these patients. Other diagnoses were _tonsillitis, 
bowel obstruction, mucoviscidosis, infectious mono- 
nucleosis, nephritis, brucellosis, and Meckel’s diver- 
ticulum. Peptic ulcer was the admitting diagnosis 
in only 3 patients. 

The roentgenographic criterion for diagnosis in 
this series of cases was primarily demonstration of 
an ulcer niche; however, pylorospasm and hyper- 
peristalsis were seen in many cases, as was minor 
cap deformity. Considerable narrowing of the de- 
scending limb of the duodenum was noted several 
times, as a result of associated duodenitis. Probably 
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the reason why an ulcer crater was demonstrated 
in all our patients is that most of them were in the 
older age bracket. 


Illustrative cases 


Case 1 e A 12-year-old boy was admitted to the 
Long Beach Osteopathic Hospital at 11:30 p.m. 
following a single emesis of approximately 250 cc. 
of blood. Transient syncope had followed. At the 
time of admission his blood pressure was 90 systol- 
ic, 40 diastolic. His pulse rate was 140 and respira- 
tions were 26 per minute. Initial examination re- 
vealed a well developed, well nourished white male 
who was pale and apparently weak, bordering on 
a state of shock. Other than the immediate com- 
plaint, the only symptom offered in the history was 
intolerance to highly seasoned food. There had 
been no nausea or vomiting prior to the single 
episode of hematemesis. Abdominal pain was de- 
nied, as was melena or diarrhea. 

At the time of admission the laboratory studies 
revealed a blood count of 1,600,000 erythrocytes 
and a packed-cell volume of 15 per cent. The re- 
maining laboratory findings were essentially nor- 
mal. During the next 2 days, four units of whole 
blood were given to the patient, and the packed-cell 
volume increased to 23 per cent the next morning 
and to 33 per cent the following day. On the third 
hospital day, following apparent cessation of gastro- 
intestinal bleeding, a gastrointestinal series of roent- 
genograms was taken. A persistent ulcer crater 
was noted in the duodenal cap, on both fluoroscopic 


Fig. |. Initial study of Case |. 
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Fig. 2. Delayed film of Case |. 


and roentgenographic examination. After a total of 
5 days’ hospital stay, the patient was discharged 
after having been placed on a strict medical regi- 
men of antacids, antispasmodics, and a bland diet. 


Case 2 e A 5-year-old girl was admitted to our 
hospital with periumbilical pain of 24 hours’ dura- 
tion. Nausea and three episodes of emesis had 
occurred during this period. Vital signs were normal 
with the exception of a fever of 101 F. Examination 
revealed an alert, well developed child who was 
in no apparent distress. Periumbilical tenderness 
was noted. There was no splinting or guarding. 
Rovsing’s, Owen’s, the psoas, and the obturator 
signs were all negative. The kidney punch test was 
also negative. Findings in an eye, ear, nose, and 
throat examination were essentially normal, as were 
the heart and lungs. Laboratory studies showed 
4,400,000 erythrocytes and 26,900 leukocytes, with 
68 per cent segmented neutrophils, 11 per cent 
lymphocytes, and 21 per cent stab cells. The tenta- 
tive diagnosis was acute appendicitis, and the pa- 
tient went to surgery that evening. 

The tissue report from the Department of Pathol- 
ogy stated that there was no evidence of inflamma- 
tory process. However, the presence of oxyuriasis 
was noted. Following the usual recovery period the 
patient was discharged without symptoms. Six 
weeks later the patient was again admitted. The 
admitting diagnosis at this time was “possible” 
bowel obstruction. Periumbilical pain had recurred 
some 10 days prior to this admission, and emesis 
had occurred once. No other pertinent history was 
obtained. 

Physical examination, except for slight perium- 
bilical tenderness, was not noteworthy. Laboratory 
studies revealed a blood count of 4,300,000 erythro- 
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cytes and 17,000 leukocytes; the differential count 
was 63 per cent segmented neutrophils, 30 per cent 
lymphocytes, 4 per cent monocytes, and 3 per cent 
stab cells. 

An acute abdominal series of roentgenograms 
failed to reveal any evidence of bowel obstruction, 
free intra-abdominal air, or inflammatory process. 
The following day, an upper gastrointestinal series 
was performed with demonstration of a persistent 
ulcer crater in the duodenal cap. There was no 
delay of the progress of contrast medium, nor was 
there any evidence of small bowel abnormality. The 
patient was placed on a medical regimen of a bland 
diet, antispasmodics, and sedatives. Upon discharge 
a few days later, she was asymptomatic. 


Summary 


Forty-one cases of ulcer in the pediatric age group 
have been reported. Of these, 4 were in the infantile 
group and 37 were in the childhood group. Abdomi- 
nal pain was the most frequent symptom. Second 
most frequent was a low-grade afternoon fever, a 
finding not previously noted in the literature in 
connection with pediatric peptic ulcer. Other symp- 
toms, in order of descending frequency, were nausea 
or vomiting, diarrhea, vertigo, constipation, fatigue, 
syncope, lethargy, and weight loss. Only 10 patients 
had the typical adult ulcer symptoms of epigastric 
pain relieved by milk and alkali and intolerance to 
highly seasoned foods. 

A strong emotional overlay was noted in about 
70 per cent of patients. There was evidence that 
exacerbations of symptoms were related to any 
change in domestic tranquility, in much the same 
way as in adults with peptic ulcers. 

Frequent errors in admitting diagnosis were 
noted in this series. In descending frequency, these 
included enteritis, acute appendicitis, rheumatic 
fever, tonsillitis, bowel obstruction, mucoviscidosis, 
infectious mononucleosis, nephritis, brucellosis, and 
Meckel’s diverticulum. Peptic ulcer was the primary 
diagnosis in only 3 cases. 

Although an ulcer crater was demonstrated on 
roentgenographic examination in all 41 of these 
cases, it is not necessary to confirm the diagnosis. 
Any slight deformity of the duodenal cap, if asso- 
ciated with pylorospasm and hyperperistalsis, should 
be diagnostic. 
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Fig. 3. Delayed study of Case 2. 
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JOHN W. WALSH, M.D.,* Washington, D.C. 


John Hersey’s memorable story, Hiroshima,! has 
painted many vivid scenes about the explosion 
which ushered in our atomic age. In discussing 
medical care postattack, he said: 


The lot of Drs. Fujii, Kanda, and Machii right after the 
explosion . . . explained why so many citizens who were 
hurt went untended, and why so many who might have 
lived died. . . . In the biggest [Red Cross] hospital, only 
six doctors out of thirty were able to function, and only 
ten nurses out of two hundred. 

The sole uninjured doctor on the Red Cross Hospital 
Staff was Dr. Sasaki. . . . Tugged here and there in his 
stockinged feet, bewildered by the numbers, staggered by 
so much raw flesh, Dr. Sasaki lost all sense of profession 
and stopped working as a skillful surgeon, and a sympathetic 
man. He became an automaton. 


What would be our reaction if we, like Drs. Sasaki, 
Fujii, and the others, were suddenly thrust into 
similar straits today? To make the problem seem 
more realistic, let up repeat the findings and cal- 
culations that were made during the Operation 
Alert in 1959. I believe they will provide an excel- 
lent frame of reference for both stating present-day 
problems and defining our roles. 


A possible situation 


Put yourselves, if you will, into this setting: You are 
at the National OCDM Headquarters; the time is 
30 days postattack. During the 30-day period since 
the attack, the following types of intelligence infor- 
mation have been considered by your situation 
analysis team: (1) the attack pattern; (2) forecasts 


Presented at the sixty-fifth Annual Convention of the American 
Osteopathic Association, Miami Beach, Florida, January 23, 1961. 
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The physician’s role in 


civil defense 


of radiologic fallout; (3) actual reports of radia- 
tion levels: (4) reports of probable damage, re- 
ceived from the National Resources Evaluation 
Center; (5) actual damage reports received directly 
from the OCDM Regional Offices, from the mili- 
tary, and from state and local areas. (6) Added to 
these, there are a number of requests from regional 
offices for help on specific health problems. 

The analysis which follows represents the best 
estimate of the present and projected situation as of 
this date 30 days postattack. Here, in brief, is what 
is reported to you: 


Health manpower e Severe losses have been suf- 
fered, but some resources remain. The uninjured 
population stands at 120,700,000. In excess of 100 
million are estimated to be alive 60 days hence. 
There are 163,000 physicians available at D-+-30, 
but this number is expected to diminish to 147,000 
in the next 60 days as a result of delayed radiation 
sickness and other diseases and injuries. Public 
Health personnel are estimated at 27,000 with an 
additional loss of 2,000 expected in the next 2 
months. 


Health facilities e Many hospitals were lost dur- 
ing the attack, and effective use of others has been 
denied because of. fallout. There are now about 
800,000 available civilian hospital beds, including 
Civil Defense Emergency Hospitals. Because dur- 
ing the next 60 days there will be some radiation 
decay, 285,000 more beds will become usable. From 
the nationwide viewpoint, however, this means 
very little. Instead of having to treat 33 sick or 
injured patients for each intact hospital bed, there 
will be only slight improvement to a figure of 15 
patients per hospital bed during the next 2 months. 


Health supplies e The volume of water available 
for human consumption and for sanitary purposes 
is difficult to estimate from the reports received. 
Although there is a 60 per cent pumping capacity 


in attacked areas, it is estimated that lack of power, 
combined with the presence of fallout, will reduce 
this 60 per cent to an actual usable capacity of 10 

x cent. An increase to 25 per cent is expected in 
60 days. It appears that about 42 million people 
now require emergency water and that 29 million 
will still need emergency supplies 2 months from 
now. The most important health supply of all, 
water, is critically limited. 

There has been some loss of federally stockpiled 
medical equipment and supplies. However, severe 
losses have occurred in producers’ plants, wholesale 
and retail warehouses, and distribution points. 
Those supplies remaining at all points have not 
been distributed very well due to fallout and lim- 
ited transportation. Production capacity for health 
items is limited and spotty, and this is a matter of 
considerable concern. For example, unless full pro- 
duction capacity can be restored, there will be in- 
sufficient chlorine for treatment of water. Repair 
and construction of new water and sewage systems 
will be hindered by limited supplies of pipe and 
chlorinators. Production of some essential medical 
treatment items, such as penicillin and hypodermic 
needles, is quite low. There is virtually no potential 
for the manufacture of broad-spectrum antibiotics 
and surgical textiles. Thus, not only is the supply 
problem one of severe shortage right now, but the 
situation will even “get worse before it gets better.” 

The picture is equally bleak in the nonmedical 
mobilization posture. There has been widespread 
destruction of housing, and the Emergency Welfare 
Service is having difficulty improvising congregate 
lodgings, registering the living, and providing dis- 
aster feeding. Although our long-standing com- 
modity surplus is plentiful enough to feed the pub- 
lic, transportation is incapable of moving it. Com- 
munications are similarly crippled. 

We may summarize the problem as follows: (1) 
the supply of physicians is insufficient and will re- 
main so, even if we count each nurse, dentist, and 
veterinarian as equivalent to a physician; (2) the 
number of available hospital beds is grossly inade- 
quate, since patient demands could use effectively 
several times the remaining hospital beds; (3) the 
limited amounts and poor dispersal of medical sup- 
plies and equipment limit the extent to which hos- 
pital bed shortages can be corrected by improvisa- 
tion; (4) organized medical operations are well 
established only in those areas not subjected to the 
direct or indirect effects of nuclear weapons—the 
so-called islands of survival. With the dissipation of 
radioactivity, other areas are organizing their medi- 
cal care programs, and emergency public health 
control measures are being instituted. 

I am certain that your conclusions from this 
D-+-30 analysis would be the same as ours: the med- 
ical situation is desperate but not necessarily hope- 
less. The greatest resources remaining are over 100 
million people—potentially the most resourceful 
manpower force on earth. Although the survivors 
are disorganized, there is no doubt that they will 
rally to rebuild the nation. The immediate need is 
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to restore the health of the surviving population 
and to create an environment which will permit 
this rebuilding process to take place. 


Advance preparation 


Obviously, if we agree such a situation as described 
can occur, we may readily identify many things that 
can be done in the preattack phase—right now—to 
improve our capacity to withstand such an assault 
and meet the health needs of the surviving popula- 
tion. Although I shall restrict my remarks to the 
immediate role of the physician, the importance and 
direct relationship of fallout shelters, early warn- 
ing systems, active defense, transportation, food 
and clothing, and so forth, to the medical care 
problem cannot be ignored. Just as a safety engi- 
neer is not going to look upon improved methods 
of surgery for the answers to his problems, civil 
defense cannot expect the best possible medical 
program to take the place, in any way, of the need 
for fallout shelters, for a military deterrent, and for 
an adequate warning system. We, as physicians, 
need to broaden our visual horizon beyond the 
purely medical aspects of civil defense. We must 
recognize that every civil defense program has a 
bearing, directly or indirectly, upon the health of 
the people. 

Taking our cue from Hiroshima and other dis- 
asters, our first role as physicians is to make it pos- 
sible for our patients to treat themselves—meet 
their own health needs—until local conditions per- 
mit us to take care of them ourselves. Through the 
advice and cooperation of many organizations, we 
in the Public Health Service shall soon initiate a 
self-help project. A standardized procedures manual 
and an accompanying medical kit for use by the 
layman have been developed. It is a civilian version 
of the very successful Air Force kit. It will empha- 
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size, in addition to general medical care, hygiene 
and sanitation, simple methods to be used in the 
treatment of shock, burns, fractures, and hemor- 
rhages, as well as simplified nursing technics. All 
these necessary efforts have the purpose of pre- 
serving life until the physician can organize medical 
operations and catch up with the patient load. If 
all our plans materialize as we expect, this project 
will be under way by July 1961.2 

Once the methods to be used and the medical kit 
contents are agreed upon, the physician must take 
an active, aggressive role in sponsoring community 
acceptance of this self-help program. We at the 
federal level can do little more than provide guid- 
ance as required to help the physician in this re- 
sponsibility. The assistance we shall provide will be 
to develop and lend the training aids, and to assign 
personnel as our appropriations permit, to assist 
states, communities, and organizations. We can 
make some of our inactive Public Health Reserve 
Corps available for service at the local level. 

The second role of the physician is as a leader 
and active participant in the development of effec- 
tive medical survival plans in every state and local 
community. Although physicians normally are not 
concerned with medical logistics problems, they 
have the training and background to participate in 
preattack planning for assignment of personnel and 
supplies. Every physician must have a mobilization 
assignment. He must be fully aware of the com- 
mand channel within the state and local commu- 
nity, and he must be fully prepared to accept his 
assigned role when the plan is activated. 

The plan that he will put into effect must, there- 
fore, be his plan. It will not be unless he actively 
participates in its development, revision, and main- 
tenance. He must contribute his expert knowledge 
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and experience in determining how limited supplies 
and equipment are to be used; what treatment 
technics are to be practiced in the management of 
such conditions as burns, fractures, and radiation 
injury; how rescue and transportation of the injured 
are to be carried out. He must actively participate 
in the training and development of teams of laymen 
and allied professional health workers who will 
have specific mobilization assignments in his com- 
munity. He must actively participate with the state 
and local civil defense directors in solving the ad- 
ministrative problems inherent in any civil defense 
plan. Finally, he must extend his own capability to 
engage in medical care and preventive health ac- 
tivities outside his normal specialty and daily prac- 
tice. Every physician must be prepared to perform 
emergency surgery, give an anesthetic, set up an 
emergency water system, institute communicable 
disease control measures, advise as to vector con- 
trol, emergency sanitation, and sewage disposal, 
ard all other aspects of personal and community 
health services. 

The postattack responsibilities of physicians are 
awesome—that is obvious. Many of us have not 
given an anesthetic or sutured a wound for quite a 
few years. However, the thinking people in our 
profession are quite concerned about the need to 
increase everyone’s emergency skill. I am certain 
that any physician, regardless of his specialty, who 
wishes to renew his dormant ability will find a sym- 
pathetic attitude among his confreres in surgery 
and public health. 

If, on the other hand, the physician’s need is for 
acquiring knowledge of basic principles, such as 
weapons effects, radiation fallout, sanitation during 
disaster, I strongly encourage his enrollment in the 
many courses presented at national, regional, and 
state levels. To cite a single example: the Division 
of Health Mobilization, Public Health Service, has, 
for the past two years, conducted Health Mobiliza- 
tion training courses which encompass many useful 
and basic disaster medical principles. These will 
continue. 

In health mobilization courses, as well as in the 
disaster programs of the various national organiza- 
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tions, the physician will be struck with still another 
demand—expanded function training for others.3-7 
With the overwhelming demands for medical and 
surgical services which can be expected postattack, 
it is obvious that veterinarians, nurses, pharmacists 
—in fact, the whole professional community—must 
sharpen their abilities. The Summary Report of the 
American Medical Association® and a recent Army 
training circular are excellent guides for physicians 
who will be expected to guide such programs. 

Finally, if a physician is to assume a leadership 
role, he should be knowledgeable about future 
plans of different sorts, so he can interpret his com- 
munity’s adjustment to federal planning. Let me re- 
view some of them for you. In the stockpile area, we 
hope to devise a method whereby medical supplies 
and equipment can be dispersed more than they 
are now. A wider dispersion will mean early avail- 
ability in the postattack period, because there will 
be less need for transportation from storage site to 
location where required. 

Of particular concern to us is the emergency 
water supply program. All of us realize the impor- 
tance this resource will play in our survival. A great 
deal of work, study, and preplanning is necessary 
to devise emergency water sources, decontamina- 
tion methods, and methods of taking care of the 
sick and injured which do not require large amounts 
of water. The capabilities of existing water systems 
to operate postattack are now being evaluated and 
requirements are being estimated for rehabilitation 
of those systems that will probably be damaged or 
destroyed. 

In the future as funds become available, addi- 
tional programs are planned in the following cate- 
gories: 

1. A national program in blood and blood sub- 
stitutes 

2. A national laboratory network 

3. A national epidemiologic service 

4, A standardized administrative management 
manual for the civil defense emergency hospital 

5. The development of a simple test to measure 
the degree of radiation injury soon after exposure 
and before symptoms appear. 


Summary and conclusions 


The role of the physician in emergency planning 
and preparation is an extensive one. Despite the 
backbreaking schedule of his everyday practice, he 
is again being called upon to contribute more time, 
more effort, and, in the final analysis, more taxes. 
He must assume the position in the community as 
motivator, teacher, guide, perhaps even parent sub- 
stitute. 
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In assuming this leadership, the physician will 
have to: 

1. Foster self-care and neighbor treatment pro- 
grams 

2. Participate in community survival prepara- 
tions 

3. Be fully informed about the total civil defense 
effort 

4. Renew his postattack capability, especially in 
the surgical and environmental health fields. 

These responsibilities are neither strange nor un- 
usual. They are the responsibilities of leadership, 
which physicians gladly accept. 
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A correlation of diagnostic studies 


with operative findings 


on the lumbar intervertebral disks 


SIDNEY SANFORD RUNYON, B.S., D.O.,* 
Miami, Florida 


Since 1950 a technic known as Diodrast nucleus 
opacification has been used at the Hospitals of the 
Philadelphia College of Osteopathy, to determine 
the integrity of the lumbar intervertebral disks.! 
During these years the technic has been perfected to 
its present remarkable degree of accuracy, approxi- 
mating 97.4 per cent in a series of 100 cases con- 
firmed by palpation and visual inspection at sur- 
gery. This accuracy has been achieved by close 
cooperation between the orthopedic and radiologic 
departments of the hospital. 

The purpose of this paper is to describe the tech- 
nic and its rationale and to report on a recent series 
of 100 cases in which it was used. 


Anatomy of the lumbar disks 


The lumbar intervertebral disks of fibrocartilages 
are interposed between adjacent surfaces of the 
bodies of the vertebrae, uniting them. The disks 
are thicker on the front side than on the back; this 
causes an anterior convexity of the lumbar spine. 
They are adherent to thin layers of hyaline cartilage 
which cover the superior and inferior surfaces of 
the vertebral bodies. By their circumferences they 
are closely connected in front and behind to the 
anterior and posterior longitudinal ligaments. 
Each disk is composed at its circumference of 
laminae of fibrous tissue and fibrocartilage, forming 
the annulus fibrosus; and at its center of a soft, 
Submitted to the Faculty of the Philadelphia College of Osteopathy 
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pulpy, highly elastic substance, of a yellowish-white 
color, which is well developed in the lumbar area 
and is called the nucleus pulposus. The nucleus 
pulposus is a remnant of the notochord, the primi- 
tive axial skeleton of the embryo.” 

The laminae of the annulus fibrosus are arranged 
concentrically. Each lamina is composed of fibers 
which are directed obliquely downward from 
above, so that each layer crosses the fibers of the 
adjacent lamina, resulting in a “letter X” arrange- 
ment. Because of this cross structure of fibers, there 
is a self-sealing mechanism which is manifested 
upon removal of a needle such as is used in a nu- 
cleus opacification study. 

The intervertebral disks are important shock ab- 
sorbers. Studies have shown? that the highly elastic 
nucleus pulposus becomes flatter and broader upon 
pressure, pushing the more resistant fibrous laminae 
outward in all directions. 


Diagnostic method 


Diagnosis of lesions of the lumbar intervertebral 
disks, with their concomitant syndromes and varia- 
tions, has provided complex problems for clinicians 
in radiology, neurology, and orthopedics, as well as 
for research workers in related fields. Many meth- 
ods of roentgenographic diagnosis have been used, 
including air and oil myelography* and, more re- 
cently, direct visualization of the disks by methods 
using contrast media. These latter methods have 
been called diskography, nucleography,> or, prefer- 
ably, nucleus opacification of the lumbar interverte- 
bral disks.® 

When a patient with a chief complaint of low- 
back pain, with or without radiation into the legs, 
is admitted to our hospital, the first step is to take 
a complete history and conduct a physical examina- 


tion with special attention to the lumbar area. If a 
clinical diagnosis of herniation of one or more of 
the lumbar intervertebral disks is established, it is 
a policy to confirm this diagnosis by nucleus opaci- 
fication studies. This of course would follow routine 
roentgenographic studies, including anteroposterior, 
lateral, and oblique views, to negate the presence 
of osseous disease. 

Following is the technic used in the nucleus 
opacification studies.” The evening before the study 
is to be performed, an enema is given to evacuate 
the sigmoid colon and rectum, to avoid interfer- 
ence with interpretation of the films. The next 
morning a liquid breakfast is given, for the same 
reason. Sedation includes pentobarbital sodium 
(Nembutal) and morphine sulfate with atropine 
sulfate. 

The patient is placed in a prone position on the 
x-ray table, with a pillow under the pelvis to de- 
crease the lordotic curve and with the affected side 
(the extremity showing neurologic changes) facing 
the operator. A preliminary lateral film is taken. 
The area of the lumbar spine is prepared with 
tincture of Zephiran chloride. Wheals of local anes- 
thesia are formed, 1 cm. lateral to and below the 
tips of the spinous processes of the third, fourth, 
and fifth lumbar vertebrae. 

A 20-gauge spinal needle, 4 inches long, is then 
inserted into the nucleus pulposus of each of the 
lower three intervertebral disks. Accuracy of place- 
ment is determined by anteroposterior and lateral 
roentgenographic projections. These films are de- 
veloped immediately, and needle replacement is 
made if necessary at the involved level. 

After the accuracy of needle placement is deter- 
mined, approximately 1.0 to 1.5 cc. of 35 per cent 
Diodrast solution is injected into each disk. Antero- 
posterior and lateral films are taken after each disk 
level is injected. 

Five hours after completion of the study a lateral 
film is taken to determine the retention of the con- 
trast medium in the intact disks, as compared to the 
dissemination of the solution in a ruptured disk. 


Diagnostic findings 


The 100 cases included in this survey included both 
acute and recurrent low-back pain, with or without 
lower extremity radiation and some with bilateral 
sciatic radiation, and proved cases of spondylolis- 
thesis and lumbosacral instability, with or without 
congenital anomalies. It is of interest that during 
the past 2 years there have been no cases of herni- 
ated intervertebral disks in which spondylolisthesis 
was diagnosed. However, the source of two of the 
eight errors in radiologic diagnosis in this series 
was in a case of spondylolisthesis, in which two 
herniations were erroneously reported. This error 
decreased the percentage of accuracy by 0.6 per 
cent. 

The radiologic diagnoses in this series were as 
follows: 

1. Open herniation, with loss of integrity of the 
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annulus and posterior longitudinal ligament, with 
a visible tract of contrast medium into the epidural 
space. 

2. Closed herniation, with loss of integrity of the 
annulus and with posterior protrusion of the con- 
trast medium to the posterior longitudinal ligament, 
but with the medium held there by an intact liga- 
ment. 

3. Anterior herniation, with an escape tract for 
the contrast medium anteriorly through the an- 
nulus. 

4. Lateral herniation, with an escape tract for 
the contrast medium laterally through the annulus. 

5. Degeneration, with a spread of contrast medi- 
um within the confines of the disk space, as a result 
of loss of disk integrity without herniation. 

6. Degeneration with herniation, with the con- 
trast medium spread out and with a rupture in 
the continuity of the annulus. 

7. Intact disk, normal in all its roentgenographic 
appearances, with the contrast medium contained 
within the limits of the nucleus pulposus. 

These radiographic diagnoses were checked at 
surgery, and results were found to parallel closely 
the surgical findings. 


Survey of cases 


In each of the 100 cases studied, three disks (the 
third, fourth, and fifth lumbar disks) were injected 
with opaque media, making a total of 300 disks 
inspected. 

Clinical complaints of the 100 patients were as 
follows: right sciatic neuralgia, 44 cases; left sciatic 
neuralgia, 45 cases; bilateral sciatic neuralgia, 3 
cases; low-back pain only, 4 cases; and spondylolis- 
thesis, 4 cases. 

At operation it was found that the radiologic di- 
agnosis had been correct in 292 of the 300 disks 
inspected. The errors in radiologic diagnosis were 
of two types. As noted previously, in a patient with 
spondylolisthesis two herniations were reported, and 
none were found at operation. The other six errors 
concerned the reporting of a single herniation pre- 
operatively, whereas two were found at operation. 

The accuracy of radiologic diagnosis was there- 
fore 97.4 per cent, and the error was 2.6 per cent. 


Comment 


Studies indicate’ that the aging process occurs 
early in the intervertebral disks, and that it often 
advances by the end of the third decade of life. 
The phenomena of degeneration occur first in the 
nucleus pulposus and second in the annulus fi- 
brosus.? Physiologic changes with aging are mani- 
fested by a diminution of the chondrocytelike cells, 
as well as of mucoid material and water, resulting 
in degeneration of the disks.1° Because of their 
normally elastic structure, the disks recover com- 
pletely following deformation—depending, how- 
ever, on the imbibition of tissue fluid and removal 
of the deforming force before irreversible changes 
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occur.!! The degenerative phenomena, with super- 
imposed trauma, seem to be of primary importance 
in causing prolapse of the nucleus pulposus.!2 

Utilization of nucleus opacification studies is an- 
other step in the perfection of accurate diagnosis 
of low-back problems. As opposed to oil myelog- 
raphy, nucleus opacification provides direct visuali- 
zation of the individual disk and gives information 
as to the size and shape of the nucleus as well as 
degree of degeneration. This method has often 
given a positive diagnosis where oil myelography 
has failed.15 

The injection of oil into the subarachnoid space 
is an indirect method of diagnosis, dependent upon 
the disk lesion to indent the column of oil. Many 
lesions are lateral in position and thus cannot be 
identified. Too, those at the fifth interspace, where 
there is an unusually short cul-de-sac, will not be 
visualized, nor will those associated with an un- 
usual amount of space anterior to the dura, in the 
angle between the fifth lumbar vertebra and the 
sacrum. Myelography, even of good quality, will 
show indentation only of the dural sac; the disk 
prolapse itself cannot be shown. 

The prolapsed disk is the commonest intraspinal 
cause of sciatica.14.15 There is usually a history of 
trauma associated with herniation of a lumbar disk, 
and there is about a 2 to 1 ratio of males over fe- 
males among those having the disorder. The areas 
of greatest mobility, such as the lordotic position 
of the lumbar spine, are the most frequent sites of 
involvement, where motion and instability are the 
greatest. These are also common sites for congeni- 
tal anomalies.16 

By the use of diskography and high-speed roent- 
genography, the mechanism of prolapse of the nu- 
cleus pulposus can be reproduced in the laboratory, 
by applying suitable force to the spine. A normal 
disk will take an injection of 0.5 to 1.0 cc. of con- 
trast medium, while diseased disks will take more. 
There is no evidence to date that this procedure 
has resulted in disk protrusion.!7 

While low-back pain and sciatica are most com- 
monly caused by a ruptured disk,® other sources of 
pain must be ruled out; these include spondylolis- 
thesis, spondylitis, and tumors.}8 

Fractures and fracture dislocations of the spine 
have been given much attention in the literature, 
because of their devastating effect of paralysis. In 
their absence, however, and since a disk herniation 
is not apparent on routine roentgenographic studies, 
many cases of paralysis are difficult to interpret and 
some become permanent, because of incomplete 
studies to determine their cause.!9 Oil myelography 
has a definite place in such a case, as well as in 
suspected tumors. 

In some cases of acute post-traumatic prolapse, 
temporary paralysis may occur. Because of local 
cellular and vascular response, there is an inflamma- 
tory reaction which results in fibrosis of the pro- 
lapsed disk, nerve roots, and dura. This may tem- 
porarily eliminate the pain; however, the prognosis 
is poor and recurrent pain is likely.2° 
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The degree of accuracy obtained in the diagnosis 
of the herniated lumbar disk, in this and other re. 
search on this difficult diagnostic problem, provides 
support for the use of nucleus opacification as the 
procedure of choice. 


Summary 


In 100 cases of low-back pain with suspected her- 
niation of the lumbar intervertebral disks, the roent- 
genographic procedure of nucleus opacification, 
using Diodrast, was performed. In each case the 
three lower lumbar disks were inspected, for a total 
of 300 individual disks studied. Accuracy of radio- 
logic diagnosis was 97.4 per cent by this method, 
with results confirmed at surgery. The errors oc- 
curred in one patient with spondylolisthesis, in 
whom two ruptured disks were reported but none 
was found at surgery, and in six cases where a 
single ruptured disk was reported but two were 
found at surgery. It is felt that this procedure is 
accurate enough to be supported as the method of 
choice in cases where herniation of the lumbar disks 
is suspected. 


Gratitude is expressed to Dr. James M. Eaton for 
the privilege of conducting this correlation on his 
cases, and to Dr. Paul T. Lloyd for the radiologic 
diagnoses utilized in this study. 
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Intussusception in infants 


EUGENE R. HEAGEN, D.O.,* Trenton, Michigan 


Intussusception is the invagination or telescoping of 
a segment of intestine into a more distal segment of 
the enteric tube.! The invaginated portion is known 
as the intussusceptum and the recipient as the in- 
tussuscepiens. The nomenclature of the various 
types of intussusceptions depends upon the segment 
of intestine making up the above components and 
is therefore self-explanatory. 


TABLE I—TYPES OF INTUSSUSCEPTIONS 


Ileocolic 15% 
Ileoileocolic 15% 
Tleoileal 5% 
Jejunal-ileal 

Colic-colic } 5% 
Appendical-colic 


Incidence and pathophysiology 


Incidence e In Gross’! series of 702 cases, 75 per 
cent occurred in infants under 1 year of age, with 
a peak incidence between 3 and 11 months of age; 
85 per cent were under 2 years of age. A definite 
lesion responsible for the intussusception was pres- 
ent in only 6 per cent of the total. In a report by 
Nordentoft and Hansen? on 800 cases, a definite 
lesion was demonstrated in 8.5 per cent of patients 
under 2 years of age, and in 17.5 per cent in those 
2 years of age and older. 

In both series, Meckel’s diverticulum and benign 
intestinal polyp accounted for approximately 90 to 
95 per cent of the lesions. Other causative factors 
found were duplication of the terminal ileum, en- 
terocystoma, ectopic pancreatic tissue, and lym- 
This paper, submitted in partial fulfillment of the requirements for 
certification by The American Board of Radiology, was prepared dur- 
ing the residency of Dr. Heagen in the Department of Radiology at 


the Detroit Osteopathic Hospital, of which C. J. Karibo, D.O., is 
chairman. 


®Address, Riverside Osteopathic Hospital, 165 George St. 


JOURNAL A.O.A., VOL. 60, MAY 1961 


and children 


phoma, in decreasing and negligible proportions. 
Therefore, in approximately 7 per cent of cases a 
causative factor can be determined. 

In addition to the pathologic conditions noted 
above, we have demonstrated surgically in 2 cases, 
when hydrostatic reduction was incomplete, a peri- 
toneal ileocecal bank which held the terminal 
ileum slightly prolapsed into the cecum. A non- 
specific mesenteric adenitis accentuated the pro- 
lapse. The etiologic role of this peritoneal band is 
questionable, but it could well become the lead 
point with assistance of segmental hyperperistalsis 
just proximal to it. 


Pathophysiology * Once the process of intussus- 
ception is initiated, it usually becomes progressive 
until death supervenes or therapeutic relief is given. 
The most serious consequence of these altered dy- 
namics is segmental enteric necrosis, which is pri- 
marily strangulation due to the taut mesentery of 
the intussusceptum, migrating along with its seg- 
ment of invaginated bowel through the neck of the 
recipient bowel. Dynamic ileus may occur alone, or 
more often with the above; this is usually a result 
of extrinsic pressure of the intussusceptiens, espe- 
cially at its neck, upon the intussusceptum, thereby 
occluding its lumen. The smaller the diameter of 
the recipient bowel, the more catastrophic the re- 
sult. With or without a short telescoping mesentery 
of the invaginated bowel, it is usually catastrophic, 
as in acute ileoileal intussusception. The generous 
lumen of the ¢olon offers a somewhat less serious 
situation, but only in the early phase, as in the un- 
complicated ileocolic type. 

Subacute or chronic recurrent intussusception is 
a condition with a symptom-duration complex of 5 
days or more, where no obstruction or vascular em- 
barrassment has occurred. Often types are self- 
reducing and not infrequently they follow an epi- 
sode of acute enteritis. To be aware of this form 
(as infrequently as it occurs) is to sharpen one’s 
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index of suspicion, since it may suddenly convert 
into an acute fulminating course. 


Diagnosis 


Clinical findings e Diagnosis presents no problem 
in the uncomplicated classic picture. This is repre- 
sented by a previously healthy infant experiencing 
recurrent colicky abdominal pain, bloody stool, and 
vomiting, and demonstrating a palpable, nontender, 
movable, sausage-shaped mass in the abdomen. 
However, in the complicated (with bowel obstruc- 
tion or peritonitis) or chronic type, or if the child 
being examined is among the 15 per cent who do 
not manifest bloody stools, or the 10 per cent who 
do not have the classic “colicky abdomen,” or the 
15 per cent who have no palpable abdominal mass,? 
then only a high index of suspicion will lead to pro- 
cedures that will establish the diagnosis. This was 
true in approximately 25 to 30 per cent of the pa- 
tients diagnosed and treated at our hospital. 


Roentgenographic findings e Once consideration 
is given to the possibility of intussusception, no 
matter how remote, I feel that there is an obligation 
on the part of the examining physician to follow 
through with roentgenographic investigation, since 
one phase of this inquiry will often go from diag- 
nostic to a therapeutic effort. 

All patients admitted to this department for in- 
vestigation of intussusception have supine and right 
decubitus films of the abdomen before barium 
studies. The primary reason for this is to detect 
signs of complications such as peritonitis, pneu- 
moperitoneum, or small bowel obstruction with air- 
fluid-containing loops. We do not attempt hy- 
drostatic reduction under these circumstances; 
therefore, this preliminary study is essential. 

Presumptive or suggestive evidence in uncompli- 
cated ileocolic or ileoileocolic intussusception will 
often demonstrate a lack of gas density in the right 
half of the colon, and this may simulate a soft 
tissue mass. This is caused by complete reciprocal 
expression of demonstrable air out of the compo- 
nent parts of involved bowel. We have also noted 
in about a third of our cases a sign more suggestive, 
almost pathognomonic of intussusception: There is 
not quite complete expression of air between the 
walls of the involved bowel. This air then outlines 
the major relief of the large bowel—the haustra- 
tions, not the taut mucosa, as in the so-called coiled 
spring sign. The air then appears as a fine pencil- 
thin radiolucency, accentuating previously sugges- 
tive evidence. In the supine film, overlying small 
bowel gas may obscure this sign; but in the decubi- 
tus film, usually the buoyancy of air-contained loops 
will cause them to migrate to the midline or left 
side, exposing the right flank to better advantage. 
The lack of air and the more weighty double- 
barreled involved bowel will usually be in a more 
dependent position of the midline, thereby coming 
into view for examination. 
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Fig. 1. Haustral delineation by incompletely expressed air be- 
tween the intussusceptum and intussuscepiens. We feel this to 
be almost pathognomonic of intussusception. 


With these two views, we have noticed with 
rather high consistency this “haustral sign,” or a 
pseudo-mass. Comments in the literature mention 
the inconsistency of this latter finding, but I believe 
that in the decubitus film, either of these signs will 
be viewed with more consistency. 

Rigler and Godfrey? describe a fairly diagnostic 
sign in relation to the ileoileal type of intussuscep- 
tion, on a supine abdominal film without contrast 
media: that of a gas density taking the shape of a 
bicycle seat. The tapered conical portion represents 
the proximal lumen of the intussusception, and the 
soft tissue density about this conical lucency is 
bowel wall. This usually cannot be confirmed by 
retrograde enema through the ileocecal valve; so 
barium is given orally, and this will usually demon- 
strate the disorder. 


Fig. 2. The "coiled spring" sign in typical ileocolic intussuscep- 
tion. 


= 
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Treatment 


Historical note « One of the earlier operative re- 
ductions of an intussusception in an infant was per- 
formed by Jonathan Hutchinson back in 1871. Five 
years later, in 1876, Hirschsprung of Copenhagen 
reported his experience with treatment of intus- 
susception by hydrostatic pressure—a simple saline 
enema.*> The nonsurgical method has been popular 
in Scandinavia for many years. In-747 cases re- 
ported by Hansen, covering a period from 1944 to 
1949, the barium enema was used initially in 96.7 
per cent of them. In spite of surgical advances, 
the reluctance in this country to initial selective 
hydrostatic therapy is waning, primarily because of 
the efforts of Mark Ravitch, who is himself a sur- 
eon. 

’ A review of the literature reveals that in a com- 
parison of mortality rates of the operative and 
nonoperative forms: of treatment over the years, 
results favor the latter. In 1905, Hirschsprung pub- 
lished a report on 107 cases, reporting a 35 per cent 
mortality in a disease which, up to that time, was 
fatal in 90 per cent of cases. In 84 patients treated 
with enema alone, the mortality was 23 per cent. 
Twenty-five years later, those figures compared 
favorably with those from Johns Hopkins Hospital 
from 1929 to 1938.4 However, with modern im- 
provement of anesthesia, operative technics, post- 
operative care, and selective hydrostatic therapy, 
the mortality rates have been greatly reduced, until 
today, regardless of the method used, the prognosis 
depends mainly on the complications of the intus- 
susception and the resulting condition of the patient. 
This is exemplified by a report by Gross! on 92 
surgical cases from 1948 to 1950 without a fatality, 
and the report of Girdany, Bass, and Grier® of 87 
cases of uncomplicated ileocolic intussusception, of 
which 82 were successfully reduced by the hydro- 
static method. Five patients in the latter series went 
to surgery for completion of the reduction, but no 
deaths were reported. 

The problem then resolves itself into whether or 
not to make an initial attempt to reduce the uncom- 
plicated intussusception by hydrostatic pressure, not 
subjecting the patient to operation. If this should 
be incomplete, one would then proceed immedi- 
ately with operative reduction. 


Discussion of hydrostatic pressure e Some of the 
arguments given by proponents of the immediate 
operative reduction are: 

1. Hydrostatic pressure may reduce or rupture 
devitalized bowel. Ravitch**:7 has demonstrated 
clinically, and experimentally on dogs with surgi- 
cally produced intussusceptions and varying degrees 
of vascular. embarrassment, that rupture or reduc- 
tion of gangrenous bowel does not occur with a 
pressure of 3 feet and no manipulation of the bowel 
through the abdominal wall. When perforation has 
been recorded, even through the normal bowel, a 
higher pressure gradient was used or there was no 
restriction of manipulation, which can increase tre- 
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Fig. 3. Persistent ileocecal defect. No filling of the terminal 
ileum is evident. At operation an ileocecal peritoneal band was 
demonstrated, which appeared to maintain the invagination. 


mendously the intraluminal pressure on the already 
distended bowel. 

2. The lead point or cause for the intussusception, 
when present, is not observed. In children under 
2 years of age, who have 70 to 90 per cent of the 
intussusceptions,4 no more than 5 to 7 per cent 
demonstrate lead points.6 These in themselves are 
rarely dangerous even when overlooked, unless they 
cause a recurrence, and then they can be removed 
later. In children of 2 to 5 years and older, the 
percentage of lead points and their variety increase 
markedly. We still attempt hydrostatic reduction 
in that age group, but even if it is complete, we 
recommend surgical exploration at a later date. 

3. If hydrostatic reduction is unsuccessful, a dan- 
gerous delay will occur. Reduction is accomplished 
in 60 to 70 per cent of cases.8 The procedure and 


Fig. 4. Reduction of ileocolic intussusception complicated by 
small bowel obstruction, which disappeared shortly thereafter. 
Note edematous changes in the ileocecal area and the more 


proximal dilated and barium-diluted loop. 
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decision of incompleteness in the remaining cases 

would take about 1 hour, approximately the time 
it takes the average surgeon, his assistants, and the 
operating room to be prepared. If it be shorter 
than this, and if this fraction of time be crucial, 
the child is probably in critical condition and would 
not likely be submitted to barium study. - 

4. Recurrence is about 2 or 3 per cent by either 
method. 

5. Inaccuracy of diagnosis and inability to re- 
duce ileoileal and ileoileocolic intussusceptions are 
charged. In ileocolic form, the accuracy of diag- 
rosis by barium is maximal. In fact, the deficit lies 
in clinical impressions, as noted by Ravitch,? who 
described 19 significant errors in diagnosis, causing 
delay in treatment, among 98 children with intus- 
susception. The ileoileal type alone, or that in com- 
bination with lesions of the colon, may not be 
diagnosed, depending on retrograde filling of the 
barium through the ileocecal valve. If there are 
no persistent signs of bowel obstruction, oral barium 
will render the diagnosis. Hydrostatic reduction is 
not attempted with the ileoileal type of intussuscep- 
tion. 

6. What of the radiation hazard? In the hands 
of an experienced fluoroscopist, the total radiation 
should not exceed that of a normal colon study. 

If there be need for more defense of the hydro- 
static method, we could observe that it means a 
much shorter hospital stay for the patient and less 
financial burden. The patient avoids the risks in- 
herent in anesthesia and laparotomy, postoperative 
discomfort, and chance of such complications 4s 
pneumonia, adynamic ileus, and dynamic ileus due 
to adhesions, requiring re-entry of the abdominal 
cavity. Even when hydrostatic reduction is incom- 
plete, the fractional portion remaining presents a 
simpler procedure for the surgeon and less trauma 
and manipulation of the bowel than would occur 
if the manual reduction started in midtransverse 
colon. 

In combining the cases of Ravitch and McCune? 
and Girdany, Bass, and Grier,® for a total of 144 
attempted reductions, there were 122 definitive 
results. This is as definitive as surgery would be; 
only the remaining 22 patients had to go to surgery 
for reduction of the incompleted hydrostatic pro- 
cedure. Would this, then, not present a more com- 
plete patient care program? 


Indications and contraindications « Hydrostatic 
reduction is indicated in all uncomplicated cases 
of ileocolic intussusception, regardless of duration. 

Relative contraindications are as follows: One of 
the signs of a complication is bowel obstruction. 
When only this is present, and there is no clinical 
or roentgenographic evidence of peritoneal con- 
tamination to indicate gangrenous bowel, we do 
attempt hydrostatic reduction with caution. We feel 
that the dynamic ileus is due to edema and pressure 
of the intussuscepiens occluding the lumen of the 
invaginated bowel in either the ileocolic or ileo- 
ileocolic forms. In the presence of obstruction alone, 
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Fig. 5. Demonstration of recurrent intussusception 2 hours after 
complete hydrostatic reduction. 


we have had complete reduction, with relief of the 
obstruction in the ileocolic and complete reduction 
of the colonic component in the ileoileocolic type. 
In an instance of the latter type, the patient went to 
surgery for the remaining ileoileal reduction. 

Absolute contraindications exist when clinical 
and roentgen evidence points to peritoneal involve- 
ment due to gangrenous tissue. Also, the hydrostatic 
procedure is contraindicated in all cases of ileoileal 
intussusception. 


Fig. 6. Small bowel obstruction in an extremely toxic patient. 
Hyarostatic reduction was not attempted. Operation revealed 
ileoileal intussusception with segmental necrosis. 


1 


= 


Technic ¢ Our procedure is quite similar to that 
described by Girdany, Bass, and Sieber.!° 

1. The surgeon is in attendance and the operating 
room is available. Supportive therapy is started 
before the attempted hydrostatic reduction or, if 
need be, continued into the fluoroscopic room. 
Stomach contents are aspirated. The patient is 
premedicated. 

2. An appropriately sized unlubricated Bardex 
catheter is inserted into the rectum after assurance 
of an adequate barium flow. The bag is moderately 
inflated. The buttocks are drawn tightly together 
and held there by strips of adhesive tape, to avoid 
expulsion of the catheter. 

3. The patient is immobilized with 6-inch Ace 
bandage around the legs. Stockinette is placed 
around the extended arms along the sides of the 
head. A compression band is applied over the legs. 
Age, premedication, and response of the patient 
will dictate the degree of immobilization. 

4. A thin barium-saline mixture is placed in a 
reservoir, and this is raised to a height of 3 feet 
above the table, and no higher.!! The tubing must 
not be “milked” or compressed in order to facilitate 
the flow. When this is done there is a tremendous 
increase in the already high intraluminal pressure. 
The one perforation in the 106 cases of Girdany, 
Bass, and Sieber!° was due to just that. It is notable 
that it took place in normal bowel, not a gangrenous 
section. 

5. The flow of barium is started, and this is fol- 
lowed fluoroscopically until the intussusception is 
engaged. Then only periodic glances through a 
small aperture are allowed, to check the progress 
of the barium. This must be strictly adhered to; 
there is a tendency to overlook this because of the 
interesting dynamics to be observed, and the pa- 
tient thus receives excessive radiation. Palpation of 
the abdomen is not practiced, for the same reason 
that compression of the tube is not to be done. No 
more than 10 minutes are permitted at hold-up 
points, especially in the ileocecal area. When the 
terminal ileum is filled, a spot film is taken to give 
evidence of complete reduction. The child then 
evacuates and another film is taken for mucosal 
study, for detection of possible lead points, and to 
rule out a low ileoileal component. 

6. If the terminal ileum does not fill, even after 
defecation by the patient, which might cause a 
reflex reduction with flow into the ileum, then 
another barium enema is attempted. If the terminal 
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ileum is still not seen, then a decision for surgical 
intervention or re-evaluation after a 6-hour period 
is made, depending on the status of the patient. 
Occasionally reduction is complete without ileal 
filling; nevertheless, we insist on this being demon- 
strated or else the final proof of reduction is lacking. 

7. Occasionally there are defects noted in the 
ileocecal area and terminal segment of the ileum 
even though there is filling to denote complete 
reduction. The differential sign here would be mu- 
cosal edema or a lead point; so, to help rule one 
entity in or out, we would re-examine in 24 hours. 

8. In recurrent intussusception, usually in a 24- 
hour period, again we attempt hydrostatic reduc- 
tion. When complete, laparotomy is considered for 
detection of any lead point, or we await clinical 
response. 


Summary 


In uncomplicated ileocecal intussusception hydro- 
static pressure by barium enema, when properly 
used, is the treatment of choice. This is not a sub- 
stitute or an escape from surgery. It lowers patient 
morbidity, is not associated with increased rate of 
recurrence, does not dispose to bowel perforation, 
and does not increase mortality rates. 


Appreciation is expressed to Dr. E. P. Small, radi- 
ologist at Detroit Osteopathic Hospital, for sugges- 
tions and for film selection and reproduction, a: 
to the members of the Department of General 
Surgery for surgical correlation. 
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MILAN LESKO, B.A., D.O.,* Kirksville, Missouri 


The frequent association of chronic renal disease 
and anemia is well documented in clinical medicine. 
Less common and perhaps more complex is the 
coexistence of renal lesions and polycythemia, or, 
more specifically, erythrocytosis. Increasing evi- 
dence, both clinical and investigative, suggests that 
this peculiar association does not have its basis in 
mere coincidence. 

The relationship of a renal lesion and polycy- 
themia was first noted by an American clinician 
in 1929.1 Unfortunately, this observer merely stated 
the fact of association, and it was not until 1946 
that the idea of a possible causal relationship was 
first strongly advanced by Forssell.2 Since that time 
over 60 cases of renal lesions with polycythemia 
have been documented in the literature. 

Although polycythemia has been associated with 
renal carcinoma in a majority of the cases,}-25 it 
has also been found in benign adenoma of the 
kidney,24 polycystic disease of the kidney,®25.26 
bilateral unilocular renal cysts,27 hydronephrosis,17- 
26,28,29 and sarcoma of the kidney.!7 A survey of 
the literature places the incidence of polycythemia 
between 1 and 2 per cent in those cases diagnosed 
as renal carcinoma.>:!2.13,30 

The foregoing would suggest that this unique 
association is more common than the published 
reports indicate. The implication of a causal factor 
is suggested by the occurrence of this relationship 
in diverse renal lesions and by the disappearance 
of this relationship, in many instances, following 
removal of the tumor or diseased kidney and may 
be re-established with recurrence of the tumor.2:!7 
This paper was written during the third year of Dr. Lesko’s resi- 
dency in the Department of Internal Medicine at the Kirksville 
Osteopathic Hospital, of which Dr. Max T. Gutensohn is head. Dr. 
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Renal polycythemia: 


Review and report of a case 


The diagnosis of polycythemia in several of the 
reported cases was based on arbitrary criteria. In 
others insufficient data precluded the elimination of 
other causal factors in the genesis of secondary 
polycythemia. Many, however, presented unequivo- 
cal evidence of secondary polycythemia with path- 
ologically established renal lesions. In these cases 
the erythroid elements alone were affected, with 
conspicuous absence of a leukocytosis or thrombo- 
cytosis which one would anticipate in polycythemia 
vera. In some cases the increase in erythroid ele- 
ments preceded the renal carcinoma symptomati- 
cally by several months, while in others the tumor 
preceded the polycythemia by years.5-16 

Most cases of established renal-cell carcinoma 
presented either gross or microscopic hematuria. 
This is significant since renal-cell carcinoma appears 
to have a much greater tendency to produce gross 
hematuria than the clear-cell variety which seldom 
cause bleeding.3! 

The results of nephrectomy cannot be adequately 
evaluated in some cases, since the therapeutic regi- 
men also included, either singly or in combination, 
phlebotomy, drugs, and isotopes. Nevertheless, in 
some patients, nephrectomy alone effected an ap- 
parent disappearance of the erythrocytosis for a 
year or more. 


Report of a case 


A 73-year-old white woman was admitted to the 
Kirksville Osteopathic Hospital on November 4, 
1959, with the complaint of a mass in her abdomen. 

She had been considered to be in good health 
until approximately 1 year prior to admission when, 
because of aggravating anorectal symptoms, a 
hemorrhoidectomy had been performed. A general 
physical examination at that time had revealed 
nothing unusual, and laboratory findings were con- 
sidered to be within normal limits. Six months prior 
to admission the patient had experienced a “heavi- 


ness” in the left side of the abdomen, and self- 
palpation had revealed what the patient considered 
to be a tumor. 

Physical examination on admission presented evi- 
dence of significant weight loss. There was no 
plethora, cyanosis, or clubbing. The blood pressure 
was 158 systolic, 80 diastolic. There were no un- 
usual cardiac findings. The lung fields were clear 
to percussion and auscultation. Examination of the 
abdomen revealed a large, hard, slightly movable, 
nontender, irregular mass in the upper left quad- 
rant of the abdomen, extending to the level of the 
left iliac crest. It appeared to be approximately 16 
cm. in diameter. 

Laboratory findings were as follows: erythrocyte 
count, 6,980,000 per cu. mm.; hematocrit, 58 per 
cent; hemoglobin, 18.4 grams per 100 cc.; leuko- 
cytes, 5,650 cu. mm.; normal differential and plate- 
let count. The VDRL test was negative, and the 
blood sugar, nonprotein nitrogen, and albumin- 
globulin ratio were within normal limits. Sternal 
marrow obtained by aspiration was normal. Uri- 
nalysis revealed a trace of albumin and 5 to 7 
erythrocytes per high-power field. Erythrocyte vol- 
ume, arterial oxygen saturation, pulmonary func- 
tion, and ferrokinetic studies were not done. An 
electrocardiogram was considered to be within 
normal limits. 

Roentgenographic study of the chest and colon 
presented no abnormality. Intravenous urography 
revealed absence of dye concentration on the left 
side. Examination of the left kidney by retrograde 
study revealed marked calyceal deformity, suggest- 
ing the presence of neoplastic disease of the left 
kidney. 

The patient was prepared for surgery and a left 
nephrectomy was performed November 9, 1959. 
Examination of the specimen revealed a well de- 
marcated tumor, 13 cm. in diameter, which on 
section was pinkish-white in color, granular in ap- 
pearance, with few hemorrhagic and necrotic-ap- 
pearing areas. Numerous small cystic areas were 
present, ranging from 2 to 15 mm. in diameter and 
filled with a clear yellow fluid. There was extension 
of the tumor into the left renal vein. Microscopic 
examination revealed a renal-cell carcinoma. 

The postoperative course was uneventful, and 
the patient was dismissed November 17, 1959, with 
orders to report for a course of radiation therapy. 
Subsequent visits revealed her to be in good spirits 
but complaining of weakness and continued weight 
loss. Following radiation therapy, her erythrocyte 
count was 5,920,000 per cu. mm.; hemoglobin, 16.3 
grams per 100 cc.; and hematocrit, 52 volumes per 
cent. The leukocyte count was normal. She was 
subsequently lost to follow-up. 


Discussion 


A precise comprehension of the apparent causal re- 
lationship of renal tumor and erythrocytosis awaits 
further investigation. Similarly, the idea that eryth- 
rocytosis occurs in the tumor itself or in the adja- 
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cent renal tissue is dependent on more conclusive 
evidence. Nevertheless, this unique association can- 
not be relegated to statistical probability at this 
time. 

Carnot and Deflandre*? first introduced the term 
“hemopoietine,” now more popularly known as 
“erythropoietin,” to identify an erythropoiesis-stim- 
ulating factor present in the plasma of rabbits ren- 
dered anemic by bleeding. While the concept of a 
humoral factor in erythropoiesis is now fairly well 
established,°°-55 the idea that the kidney may be 
the source of this factor is still under investigation. 

Experimental data presented by Jacobson and 
associates®® and Goldwasser and associates** would 

seem to implicate the kidney as the site of erythro- 
poietin production. The experiments cited, how- 
ever, also present alternative possibilities. Erythro- 
poietin is either produced somewhere other than in 
the kidney as an inactive precursor and must be 
activated by the kidney; or, it is produced by the 
kidney as an inactive precursor and must be acti- 
vated by some other tissue. 

That nephrectomy could, in some manner, inter- 
fere with the production of the hormone from an- 
other site presents another interesting possibility. 
Hewlett and associates2° reported finding a signifi- 
cantly higher titer of erythropoiesis-stimulating ac- 
tivity in extracts of a renal tumor associated with 
polycythemia than in extracts of normal renal tissue 
and of a hypernephroma not associated with poly- 
cythemia. Since the hormone could be produced 
elsewhere and subsequently stored in the kidney, 
one cannot say with certainty that the renal tissue 
was the cause of increased erythropoietin produc- 
tion.37 

The possibility that an extrarenal source exists is 
compatible with the finding of erythrocytosis in 
association with uterine fibroids*® and infratentorial 
vascular tumors.°9 Though the evidence presented 
suggests that the major site of erythropoietin pro- 
duction may be in the kidney, it also suggests that 
its elaboration may not be restricted to this organ. 

Other experimental evidence tends to confirm the 
thesis of Jacobson and associates*® that the kidney 
is the major source of erythropoietin production. 
Naets*° produced a marked erythroblastopenia in 
the marrow of dogs with significant elevation of the 
blood-urea nitrogen following bilateral nephrec- 
tomy. In other dogs with bilateral ureteral ligation 
and comparable elevation of blood-urea nitrogen, 
erythropoiesis was essentially normal. 

Osnes*!.42 suggested that the failure of the kid- 
ney as an organ of excretion and the development 
of anemia are independent processes. Shielding one 
quarter to one third of one kidney during intensive 
irradiation of both kidneys did not result in anemia 
despite the development of severe uremia. 

Van Lessen and associates** attempted to explain 
the erythrocytosis in patients with renal carcinoma 
which involved the renal vein (as in our patient) 
on the basis of venous stasis within the kidney. 

Their partial ligation of one renal vein in dogs pro- 
duced a transient erythrocytosis, due probably to 


79 


? 
a 
4 
5 |~ 


the development of collateral circulation, and sug- 
gested that an engorged kidney may elaborate an 
erythropoietic factor. 

More recently, Kurotowska and associates*4 dem- 
onstrated that the erythropoiesis-stimulating factor 
may be produced in an isolated hypoxic kidney 
and that it may be the vascular endothelium, and 
not the renal tissue, which is responsible for its 
activation. Such a possibility warrants further in- 
vestigation since it could resolve many divergent 
opinions. It is apparent that additional study is 
required to elucidate precisely the role of the kid- 
ney in erythropoietin production. 

An awareness of this clinical entity has certain 
pragmatic implications. Employing the criteria of 
Damon and associates,!® in a patient with an eryth- 
rocyte count of at least 6,300,000 per cu. mm., a 
hemoglobin of 18.0 grams or more per 100 cc., and 
a hematocrit of 55 volumes per cent or higher in the 
absence of any obvious cause, an investigation of 
the kidney is indicated. Further, the possibility of 
underlying renal disease should be considered in 
any patient with polycythemia regardless of the 
presence or absence of hematuria. Finally, the rec- 
ognition of a renal tumor with erythrocytosis neces- 
sitates careful clinical appraisal, since nephrectomy 
may cause the latter to remit, and subsequent re- 
turn of the erythrocytosis may serve as a clinical 
index to tumor recurrence. 


Summary 


A review of renal lesions with associated polycythe- 
mia has been presented. A case of hypernephroma 
with coexistent erythrocytosis is described. The role 
of the kidney in erythropoietin production is dis- 
cussed in the light of more recent investigation. 
Diagnostic criteria and clinical implications are 
considered. 
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Health insurance 


and medical care plans 


A new appraisal of information and opinion through- 
out the country regarding health insurance and 
medical care plans is needed. New trends in pre- 
paid health care plans are developing. 

In the belief that opinions, information, and 
changes should be studied and discussed, the As- 
sociation’s Committee on Medical Care Plans is 
sponsoring a Conference on Health Insurance and 
Medical Care Plans for the profession, to be held 
in Chicago, July 7 and 8, immediately preceding 
the meeting of the A.O.A. House of Delegates. 
Through authoritative discussions and question- 
and-answer sessions, the Conference hopes to ex- 
plore today’s system of health insurance and medi- 
cal care plans, and to relate them to the profession, 
its institutions, physicians, and patients. It will ex- 
amine trends, methods, and relationships, and will 
emphasize the responsibilities which the profession, 
as a provider of health care, must exercise. 

Today osteopathic medicine, health insurance, 
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and plans for medical care operate in a socio-eco- 
nomic partnership. No one of them can act apart 
from the others, yet their interests and responsi- 
bilities to each other need to be recognized and 
understood. This is the object of the July Confer- 
ence. 

The forms of these health plans are different but 
nonetheless interlocking. Voluntary insurance plans 
are offered by such agencies as Blue Cross and 
Blue Shield, commercial insurance companies, and 
lay-sponsored prepaid plans. Governmental plans 
are operative at both state and federal levels. In- 
creasingly, however, governmental plans are com- 
bining with voluntary plans, as exemplified by the 
administration of the Federal Employees Health 
Benefit Program, and the Colorado Public Assist- 
ance Medical Care Plan. Lay-sponsored prepaid 
plans are utilizing Blue Cross coverage, and are 
permitting “dual choice” of the type of medical and 
surgical plan. 

The role of the profession in health care plans 
must be based, not upon self-interest, but upon 
what is best for the health of the people. This re- 
sponsibility calls for an active exercise of the pro- 
fession’s talents and leadership. Only through ex- 
perience with all types of plans is the osteopathic 
profession able to identify the challenge of today’s 
health care needs. It is carrying out its primary 
function, that of supplying complete health care, 
and has demonstrated its willingness to cooperate 
with those having related responsibilities. The com- 
ing Conference is evidence of a desire to become 
better informed. For example, the secretaries of 
state osteopathic associations have offered to attend 
and contribute their knowledge of the operation of 
health care plans in various parts of the country. 

The profession is attempting to meet in part the 
health needs of the people through increasing its 
clinical and hospital facilities, supporting the enact- 
ment of state medical plans for the aged under the 
federal Kerr-Mills Act, and encouraging the enact- 
ment of state and federal scholarship programs to 
help increase the number of its graduates. It recog- 
nizes that developments in the next several years 
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may be influenced by actions taken by the United 
States Congress. 

Federal acceptance of the profession as a pro- 
vider of full health services has recently been in- 
dicated in a number of ways. Among them have 
been the inclusion of osteopathic colleges in the 
country’s ninety-two medical schools in President 
Kennedy's health message to Congress, of oste- 
opathic colleges under the Professional Health 
Training Act, a plan to provide grants for medical 
education, and of osteopathic students in the pro- 
posed Medical and Dental Student Scholarship Act, 
and recognition of the eligibility of osteopathic phy- 
sicians and hospitals under the Administration’s 
proposed Health Insurance Benefits Act of 1961, a 
health plan for the aged under the Social Security 
Act. 

The osteopathic profession is an accepted mem- 
ber of the national health team under both govern- 
mental and voluntary health programs. It needs to 
keep abreast of developments. It can accommodate 
itself to changes and improvements. It can, if it 
will, make a significant contribution to this health 
system and have a voice in its trends. To do these 
things, it has to respect and to work with these 
plans. 


Air pollution: 


A growing plague 


Human beings breathe in some 15,000 quarts of air 
every day, ten times as much by weight as our 
combined intake of food and water.1 And in at 
least 10,000 communities, that air is contaminated 
to a significant degree by pollutants.” Not all areas 
are as greatly troubled as Los Angeles, where smog 
has reached such proportions that by the close of 
1959, an estimated $10 million had been spent to 
battle it. But the problem is increasing rapidly in 
all parts of the country. 

There is enough concern about polluted air as a 
health menace that the Public Health Service has 
supported an Ad Hoc Task Group to study the 
matter. The plain truth is that no one knows ex- 
actly what the danger to health really is. Anyone 
would assume that smog does no one any good. 
There are a few specific facts: One researcher has 
even produced cancer in rats by painting their 
bodies with smog components.” In London, a heavy 
l-week fog in December 1952 was associated with 
the deaths of 4,000 to 5,000 more people than would 
normally have died in the same period. However, 
there has been little controlled research on the sub- 
ject. 

Efforts in 1960* emphasized the problems of auto 
exhaust, and particular attention was paid to the 
relationships between fuel composition, engine op- 
erating cycles, and exhaust gas composition. Some 
results were published on long-term studies which 
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combined air measurements and other engineering 
technics with statistical, epidemiologic, and ani- 
mal laboratory studies. A few specific air pollutants 
were shown to be related to certain diseases, in- 
cluding lung cancer. 

But these gains are small in proportion to the 
whole problem. Just how small is indicated by an 
August 1960 publication of the U.S. Public Health 
Service, National Goals in Air Pollution Research.® 
This is the report of the Surgeon General's Ad Hoc 
Task Group on Air Pollution Research Goals. The 
document, which is about 40 pages long, outlines 
the problems and trends in research, and then con- 
centrates on specific goals for the future. 

The Task Group decided on ten general areas 
where goals should be studied. These include ef- 
fects on man; agricultural effects; economic losses 
due to damage to materials, soiling, and reduced vis- 
ibility; measurement and identification; meteorol- 
ogy; atmospheric reactions; surveys and monitoring; 
control; information, education, and training; and 
administrative and legal aspects. 

Each of these areas is further subdivided. As an 
illustration of the detail involved, let us consider 
Goal 1, Effects on Man. The general statement says: 


The goals of medical research in air pollution are: (a) 
to determine the effects of air pollution on human health, 
(b) to establish the identity of agents and mechanisms in- 
volved in the production of such effects, and (c) to identify 
the pollutants which produce undesirable sensory response 
in humans, and the mechanisms of their action. 


The report goes on to list five possible health 
effects which must be investigated under Goal 1: 


1. Death or sudden, severe illness resulting from exces- 
sively heavy concentrations of pollutants. In this country 
such conditions are now believed to occur only under un- 
usual atmospheric conditions. 

2. Aggravations and exacerbations of the illnesses of peo- 
ple already afflicted with chronic impairments and diseases. 
These may range from mild to severe. 

3. Increased incidence of certain diseases beyond the 
numbers “normally” expected to occur in specific population 
groups. Diseases of particular concern include lung cancer 
and chronic bronchitis. 

4. Specific diseases which may be a direct result of expo- 
sures to air pollution. 

5. Other specific diseases which may result from the com- 
bined effect of air pollution and at least one other environ- 
mental stress and/or hereditary defect. 


And this is still only the. beginning. Goal 1-a, for 
example, will concentrate on searching for finite 
effects in human populations, by means of morbid- 
ity and mortality surveys, analysis of health records, 
hospital records, and so forth. The report then 
suggests that these data be compared with the types 
and concentrations of air pollutants to which the 
study populations have been, or are being, exposed. 

The cost of the program is, of course, consider- 
able. The current total outlay is estimated at $11 
million annually, including expenditures by federal, 
state, and local governments and contributions by 
industry. The report recommends that this figure 
be increased to a total annual maximum of $32 


million by 1968. The cost would be shared as fol- 
lows: 40 per cent from the federal government, 28 
per cent from industry, and 32 per cent from state 
and local governments. 

This breakdown of cost gives some clue to the 
part each physician can have in the project. Since 
the plan must be implemented on many levels si- 
multaneously, he can join the effort in any of a 
number of ways, either officially as a researcher or 
nonofficially as a citizen. Professional and technical 
societies are also encouraged to take part in the 
effort. Not the least of the task is giving intelligent 
support to legislative attempts to control air pollu- 
tion and aiding in public education. 

Little by little we have achieved assurance that 
our food and drink will be pure. We have manu- 
factured and distributed chemicals to kill disease- 
carrying insects. We have enforced sanitation laws 
and taken measures to prevent epidemics. The new 
danger demands equal attention. As in past prob- 
lems of this kind, the physician will have an im- 
portant part in the solution. 


1. The air we live in; health effects of air pollution. Public Health 
Service Publication No. 640. U. S. Government Printing Office, Wash- 


ington, D.C., 1958. 

2. Environment v. man; subtle new pollutants endanger health. 
Time 74:66-68, Sept. 26, 1960. 

3. Nicholson, A. W.: Los Angeles battles the murk. Saturday 
Evening Post 232:17-19, Dec. 19, 1959. 

4. 1961 Britannica Book of the year; record of march of events 
of 1960. Encyclopaedia Britannica, Chicago, 1961. 

5. National goals in air pollution research; report of the Surgeon 
General’s Ad Hoc Task Group on Air Pollution Research Goals. 
Public Health Service, U. S. Department of Health, Education, and 
Welfare, August 1960. 


Medical classics reissued 


Almost no one doubts that it is good to read the 
classics, whether in medicine or in any other field. 
However, with such notable exceptions as the writ- 
ings of Hippocrates and Galen, classic medical 
works have not often been readily available. Of 
late there has been a gratifying trend among pub- 
lishers to reissue medical classics, making it possible 
for the doctor to have in his own library works that 
were once only names in a medical history book. 

We have at hand four such reissues, illustrating 
some different ways republication is accomplished. 
One is a nicely bound facsimile edition, prepared 
from a photographic reproduction of the original; 
two are new translations in ordinary cloth bind- 
ings; and one is a sturdy paperback, an anthology 
of shorter works. 

The facsimile is a reproduction of the first Eng- 
lish edition (1743) of Nicolas Andry’s Orthopaedia. 
The two boxed volumes contain fine reproductions 
of the numerous woodcuts found in the original edi- 
tion, and all the curiosities and charm of eighteenth 
century printing. The new release is sponsored by 
the Association of Bone and Joint Surgeons and 
published by the J. B. Lippincott Company, Phila- 
delphia ($10.00). 
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In a new Introduction to Andry’s work, Dr. A. F. 
DePalma points out that this book was the tiny 
seed of the impressive tree that is modern ortho- 
pedic surgery. Andry coined the word orthopédie 
(from Greek orthos, straight, free from deformity, 
and pais, a child). His book contains fundamental 
teachings about curvature of the spine, club feet, 
congenital dislocations (including the hip), bow- 
legs, and congenital deformities. Dr. DePalma also 
notes Andry’s contributions in the field of corrective 
orthopedics, including exercises and splints and 
certain other apparatus. 

Obviously, the value of the book (or of any 
classic in medicine) is not clinical, or even strictly 
“to see how far we've come.” One accrues a non- 
specific “deepening of understanding,” composed 
in this case of observing Andry’s humor, sagacity, 
naiveté, and courage in perplexing situations. The 
book is delightful for spot reading; it ranges in 
subject from marriage counseling to voice culture, 
in addition to the expected descriptions of the nor- 
mal and the abnormal in the musculoskeletal sys- 
tem. Here is a small sample of the style: 


The ears are a great Ornament to the Head, when they are 
well shaped, do not exceed a certain Size, are neatly placed, 
well bordered, and have all those little vermicular Turnings 
and Windings which compose the external Parts of this 
Organ. 

When the Ears are too large, it is a Fault not to be cor- 
rected, and the best Method in this case is to conceal them, 
or at least not to keep them quite exposed, which is easily 
done. Yet we frequently see young Girls, who have ears as 
large as the Palm of one’s Hand, dress their Heads as if they 
had the finest Ears in the World, which looks very ugly. 
Others have Ears spread out like the Sails of a Windmill, and 
expose them just in the same manner with the former, which 
is still a greater Deformity. One has reason to complain of 
a Deformity when it cannot be concealed; but to expose a 
Deformity, which may be kept out of sight, as if it was 
a Perfection, is quite ridiculous. 

You cannot be at too much pains to make the Ears of 
Children lie neatly. We sometimes see Nurses, Maid-Ser- 
vants, and even Mothers, when they are dressing their 
Children’s Heads, leave the Ears quite without the Cap, 
instead of tying it over them, by means of which they turn 
down, and, like a piece of Camblet that has been plaited, 
never recover their former Mould.... 

There is a bad way in some Boarding-Schools of punish- 
ing Children, viz. pulling them by the Ears. I would advise 
Parents who have Children in such places as these, to let 
them stay there as short a while as they can. The Ears of 
Children ought not to be pulled, for fear of making them 
grow too broad, long, and dangling; for they have a great 
disposition to stretch out, as we shall see presently. But 
this is not all the Mischief which is to be feared from such 
a custom; for Dulness of Hearing, and sometimes even Deaf- 
ness, may be produced only from pulling of the Ears. 


The second book at hand is a new translation of 
The Case Reports and Autopsy Records of Am- 
broise Paré (Charles C Thomas, Springfield, Illinois, 
$6.50). Paré, who was surgeon-in-ordinary to four 
kings of France in the sixteenth century, was a 
colorful, vigorous person. His writings reflect the 
wide variety of his practice: his case reports -tell 
the stories of kings and peasants, soldiers and 
housewives, children and beggars. The new trans- 
lation from J. P. Malgaigne’s Oeuvres Completes 
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d Ambroise Paré (1840) recreates these scenes with 
freshness and candor. His choice of detail reminds 
one of the writings of Hippocrates. Here is a vivid 
account: 


One of the servants of a Captain assigned to the Company 
of M. de Rohan went with others intending to enter a 
church where the peasants had retreated, thinking to find 
food by love or by force. But among others, he was well 
beaten and returned with seven sword cuts on the head, 
the least penetrating to the second table of the skull. He 
had four others in the arms and one on the right shoulder 
which had cut more than half the shoulder blade, or scapula. 
He was brought to the lodge of his Master, who seeing 
him so wounded, and since we had to leave at daybreak 
tomorrow, thinking he could never recover, had a grave 
made and would have thrown him into it, saying that was 
better than have the peasants massacre and kill him. 
Moved by pity I told him he still might recover if he 
was dressed well. Many Gentlemen of the Company begged 
him to have him brought with the baggage, since I had 
thus volunteered to treat him. This he granted and after I 
had dressed him, he was put well covered and accommo- 
dated on a bed in a cart drawn by one horse. I did him 
the service of Physician, Apothecary, Surgeon and cook. 
I treated him to the end of his cure and God healed him. 
All those of three Companies praised this cure. At the first 
muster that was made the men-at-arms of M. de Rohan’s 


Company each gave me a crown and the archers a half- 
crown. 


The other new translation is of The Surgery of 
Theodoric, books III and IV. This is the second of 
a two-volume set, the first having been published 
in 1955. Both volumes (Appleton-Century-Crofts, 
New York, $5.50 each) were translated by Eldridge 
Campbell and James Colton; Mr. Colton finished 
the last volume after Dr. Campbell’s untimely 
death. 

Theodoric, whose books were written in about 
1267, was in many ways a modern physician. He 
emphasized cleanliness, nutrition, anesthesia (when 
possible), and thoughtful care of the patient, con- 
cepts which unfortunately were ignored for many 
centuries after, almost until our own day. He was 
conservative in following the recommendations of 
Avicenna and Galen, but paid doubtful tribute of 
remedies which seemed to him less than rational. 
Some of his treatments also have a modern flavor; 
ascites, for example, was treated by paracentesis; 
mammoplasty was recommended for hypertrophy of 
the male breast; and hemorrhoids were recognized 
as being both external and internal, and either high 
ligation or “hook and snare” treatment was recom- 
mended for both kinds. Other topics he discussed 
include fistulas, cancers, hernias, burns, skin con- 
ditions, gangrene, gout, soporifics, fissures, and 
stones in the bladder and kidney. 

Although the quotation reproduced here is not 
completely typical of the flavor of the book, it is 
most entertaining—and it has a slight foreshadow- 
ing of modern psychologic treatment in its con- 
cluding lines. 


Now in the Practica of the Almagest [by Ptolemy] there 
are set down certain recipes, from which we shall select 


some, although we put no great faith in them, because 
they seem to us to be more the concoctions of old women 
than the prescriptions of a prudent man. 

One of these, he relates as follows: “We, having adopted 
his procedures, know that Alexander cured a great many 
sicknesses by certain recipes; and some of these, which we 
have learned to be true, we shall set forth. Note, then, this 
tested prescription for a fistula: Take a rod, and when you 
begin to sharpen it, say a paternoster, and the ‘In the name 
of the Father and of the Son and of the Holy Ghost,’ and if 
you are inside the house, throw the rod outdoors through 
the window; and if you are in a courtyard, throw it over the 
gate. Be careful not to bring the rod out through a doorway 
whole. Then go to a place where there is agrimony, and 
before you pull it up, face toward the east and pull it up 
in such a way that no part of the roots remain in the 
ground. And when you have uprooted it, say a paternoster, 
but only as far as ‘deliver us.’ And when you have pulled it 
out, fold the root upwards and the leaves downwards, and 
take three portions of it, two from the upper part and 
one from the lower part. And when you grasp the lower 
portion, repeat this formula, ‘poir, zenon, zebeta, zaraiabuari, 
paraclitus.’ And when you grasp the upper portions, say 
this, ‘potor, zenon,’ together with the aforesaid names, ex- 
cepting ‘poir’; and tie up these three pieces in strips of 
fresh linen by means of twisted thread, in three knots of 
bandage, each piece in its own knot, and each at some 
distance from the others, saying a paternoster over each 
knot. And if the patient is not well in less than nine days, 
repeat the whole procedure; and thus, if it be God’s will, 
the patient will be cured. 

Likewise, take root of agrimony while saying the Lord’s 
prayer, and bind it to the neck of the patient; for just as 
the root will dry up, so will the fistula.” 

I have set down the aforesaid because there are some 
who have great faith in procedures of this sort, and per- 
chance their faith helps them. 


The fourth book is a reprint of Logan Clenden- 
ing’s Source Book of Medical History. It is one of 
an increasingly large number of medical and other 
scientific books being reissued in paper bindings 
by Dover Publications, of New York City. This book 
and a similar one, Classics of Medicine and Surgery, 
have previously been reviewed in THE JOURNAL 
(October and November 1960), and so will not 
be described in detail here. However, it might be 
pointed out that these inexpensive reprints contain 
a wealth of classic papers in a small space. The 
Clendening collection represents all recorded peri- 
ods of medicine, and shows most of the specialties 
in their embryonic stages. And to keep the doctor 
moderately humble, there are dashes of Moliére 
and Dickens. It is a long way from the Kahun 
papyrus to Réntgen, and 675 pages may seem a 
ridiculously small capsule to contain all those cen- 
turies; but it is surprising how much scope and 
flavor are compressed into the collection, and what 
new dimensions of history are there merely for the 
looking. 

This is not the place to moralize about “the uses 
of the past,” to borrow Muller’s famous phrase. We 
only suggest the kind of helps now becoming avail- 
able to the doctor interested in history. Those who 
have sampled such reading know that it easily 
becomes its own apology, given half a chance. 


Proposed amendments 


to the By-Laws and Code of Ethics 


TRUE B. EVELETH, D.O., Executive Director 


By-Laws 


(For action in July 1961) 


(The following proposed amendments, as revised 
by the Committee on Constitution and By-Laws, 
are presented by True B. Eveleth, D.O., Executive 
Director, in an effort to improve the procedure in 
processing applications for A.O.A. membership.) 


ARTICLE II—MEMBERSHIP 


Amend Section 1 by deleting the first sentence and 
substituting therefor the following: “An applicant 
for regular membership in this Association shall be 
a graduate of a college of osteopathy approved by 
the American Osteopathic Association, and shall 
make application upon the prescribed form with 
the endorsement of the secretary of the divisional 
society of the area in which the applicant resides, 
except that applicants serving an internship or resi- 
dency within five years after graduation shall make 
application for membership on the prescribed form 
and said application shall be endorsed by two regu- 
lar members in good standing, who are also mem- 
bers of their divisional society.” 


ARTICLE II—MEMBERSHIP 
(Alternate proposed amendment) 


Amend Section 1 by deleting the first sentence and 
substituting therefor the following: “An applicant 
for regular membership in this Association shall be 
a graduate of a college of osteopathy approved by 
the American Osteopathic Association, and shall 
make application upon the prescribed form with 
the endorsement of the secretary of the divisional 
society of the area in which the applicant resides, 
except that, in case of his refusal he may state his 
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reason for refusal and the applicant shall secure 
the endorsement of two regular members in good 
standing, who are also members of their divisional 
society.” 


(The following proposed amendment is published 
at the direction of the Board of Trustees for action 
at the next meeting of the House of Delegates.) 


ARTICLE II—MEMBERSHIP 


Amend Section 1 by adding, after the present sec- 
tion, the following as the second paragraph of the 
section: “The membership of any member of the 
Association who, in the opinion of the Board of 
Trustees of the Association, purposely and per- 
sistently violates the established policy of the Asso- 
ciation or who seeks to undermine the unity of the 
osteopathic profession or of any of its divisional 
societies or affiliated organizations may be revoked, 
suspended, or placed on probation by action of the 
Board of Trustees of the Association.” 


(The following is an alternate proposed amendment 
to Article II.) 


Amend Section 1 by adding, after the present Sec- 
tion, the following as the second paragraph of the 
Section: “The membership of any member of the 
Association who, in the opinion of the Executive 
Committee of the Association, purposely and per- 
sistently violates the established policy of the Asso- 
ciation or who seeks to undemine the unity of the 
osteopathic profession or of any of its divisional 
societies or affiliated organizations may be revoked, 
suspended, or placed on probation by action of the 
Executive Committee of the Association upon the 
recommendation of the Committee on Membership, 
after notice of such proposed action has been given 
to the member.” 
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on Constitution and By-Laws.) 


ARTICLE II—MEMBERSHIP 


Further amend Section 1 of Article II by the addi- 
tion immediately following the above proposed 
amendment, if it is adopted, of the following sen- 
tence: “Any individual whose membership has been 
so revoked, suspended, or placed on probation shall 
have the right of appeal to the Board of Trustees 
of the A.O.A. at its next regular meeting, requesting 
a review of the action of the Executive Committee, 
and the Board of Trustees, on review, may in its 
discretion take such action in regard thereto as it 
deems appropriate.” 


(The following proposed amendment is published 
at the direction of the Board of Trustees of the 
A.O.A. It would raise the annual dues for members 
in the amounts indicated.) 


ARTICLE III—FEES AND DUES 


Amend Section 1 by deleting in the first paragraph 
of the Article the words and figures “seventy-five 
dollars ($75.00)” and substituting therefor the 
words and figures “one hundred dollars ($100.00).” 
Amend Section 1 by deleting in the first sentence 
of the third paragraph of the Article the words and 
figures “twenty dollars ($20.00)” and substituting 
therefor the words and figures “thirty dollars 
($30.00),” and by deleting the words and figures 
“thirty-seven dollars and fifty cents ($37.50)” and 
substituting therefor the words and figures “fifty 
dollars ($50.00).” The sentence would then read: 
“Dues for regular members during the first, second 
and third years, immediately after graduation or 
internship, shall be five dollars ($5.00) for the first 
year, thirty dollars ($30.00) for the second year, 
and fifty dollars ($50.00) for the third year.” 


(The following proposed amendment is published 
at the request of the Committee on Constitution 
and By-Laws. It would remove the provision for 
joint memberships.) 


ARTICLE III—FEES AND DUES 


Amend Section 1 by the deletion of the second 
paragraph of Section 1 which reads: “Each addi- 
tional regular member of an immediate family prac- 
ticing together from the same office may receive, 
concurrently, full membership privileges in return 
for an additional payment of an amount equal to 
fifty per cent (50%) of the annual dues of regular 
members, except that in such cases only one copy 
of each issue of THE JoURNAL OF THE AMERICAN 
OsTEOPATHIC AssoOcIATION, D.O., AnD HEALTH—AN 
OsTEOPATHIC PUBLICATION shall be provided.” 


(The following proposed amendment is published 
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(The following proposed amendment is published 
at the request of the House Reference Committee 


at the request of the Committee on Constitution 
and By-Laws.) 


ARTICLE VII—DUTIES OF BOARD OF TRUSTEES 


Amend Section 6 by deleting the section and sub- 
stituting therefor the following: “The Board shall 
have the power, after careful investigation and by 
a three-fourths vote, to remove any officer or to 
revoke, suspend, or place on probation the charter 
of any divisional society of this Association when, 
in its opinion, the best interests of the Association 
would be served thereby.” 


(The following amendments were proposed from 
the floor of the House of Delegates at its special 
meeting in January 1961.) 


ARTICLE V—HOUSE OF DELEGATES: METHODS 
OF ELECTION AND DUTIES 


Amend Section 5 of the Article by adding the fol- 
lowing as the last sentence of the section: “In 
adopting any major change in policy, a two-thirds 
vote of the delegates accredited for voting shall be 
required.” 


ARTICLE VII—DUTIES OF BOARD OF TRUSTEES 


Amend Section 8 by adding the following as the 
second sentence of the section: “In adopting any 
major change in policy, a two-thirds vote of the 
members of the Board of Trustees shall be re- 
quired.” 


(The following proposed amendments are published 
at the request of the Committee on Membership 
and would require divisional society membership 
as a requisite for A.O.A. membership.) 


ARTICLE II—MEMBERSHIP 


Amend the Article by deleting the present Section 
1 and substituting therefor the following: “An 
applicant for regular membership in this Associa- 
tion shall be a graduate of a college of osteopathy 
approved by the American Osteopathic Association 
and shall either be a member of the recognized 
divisional society in the state, province, or foreign 
country in which the applicant practices or shall 
show evidence that an application has been made 
for membership in said recognized divisional society. 
The applicant shall make application for A.O.A. 
membership upon the prescribed form which shall 
be accompanied by the full amount of the dues 
for a year’s membership, such dues to be prorated 
for the remaining months of the current fiscal year 
and the balance of the payment to apply as part 
payment on dues for the succeeding year. The name 
of the applicant shall be published in THE JournaL 
OF THE AMERICAN OsTEOPATHIC AssocIATION. If no 
objections are received within thirty days, the Ex- 
ecutive Director shall, upon evidence that the appli- 
cant is a member of his recognized divisional 
society, enroll the applicant as a regular member 


and notify the divisional officials of his action. If 
objection is filed within the specified time the Board 
of Trustees shall make full investigation and take 
such action as its findings warrant. 

Further amend Article II by adding the follow- 
ing as the second paragraph of Section 1: “Con- 
tinuing membership in the American Osteopathic 
Association shall be dependent upon the member 
maintaining membership in the recognized divi- 
sional society of the state, province, or foreign 
country in which the applicant is engaged in prac- 
tice as an osteopathic physician and/or surgeon.” 


Code of Ethics 


(For action in July 1961) 


(The following proposed amendments to Section 6 
of Article I of Chapter II of the Code of Ethics are 
published at the request of the Committee on Ethics 
in order to clarify the section.) 


CHAPTER II—THE DUTIES OF PHYSICIANS TO 
EACH OTHER AND THE PROFESSION AT LARGE 


Amend Article I of Chapter II, by deleting the 
present Section 6 and substituting therefor the fol- 
lowing: 

“Sec. 6. (a) It is unethical for a physician or insti- 
tution to commercialize or advertise their services 
or to be associated with a physician or institution 
which does such acts. A physician or institution 
may make when needed such dignified public state- 
ments or announcements concerning their services 
as are permitted by the divisional society in the 
area in which they are located. 

“(b) The A.O.A. and the divisional societies may 
and should make available to the public needed 
health and educational information, and may in 
their discretion authorize the names of doctors or 
institutions to be used in connection therewith 
when necessary. The divisional societies may dele- 
gate such duties to their district or local societies 
if desired. 

“(c) Ethical conduct precludes making any pub- 
lic or professional use of a specialty designation or 
the terms ‘specialist,’ ‘certified, or terms of similar 
meaning, unless one of the following conditions 
prevails: 

“(1) A.O.A. certification in the specialty has 
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been received, if the term ‘certified’ is to be used 
in relation to a recognized field or area of practice, 
or reference is to be made to one of the American 
Osteopathic Boards of specialty certification. 

“(2) The physician is certified by one of the 
American Osteopathic Boards or is a member of 
one of the American Osteopathic Specialty Colleges 
if the term ‘specialist’ is to be used in relation to 
a recognized field or area of practice. 

“(3) A doctor who is a member of one of 
the specialty colleges or academies may list his 
membership in professional biographies or on his 
stationery, but not in any public professional listing 
in a telephone directory or in any publication of 
general public distribution paid for by himself or 
in his behalf by any other person or business, or 
in any other way as to mislead the public as to his 
qualifications. 

“(4) A doctor may state in a classified tele- 
phone directory or in an ethical public professional 
announcement that his practice is ‘limited’ or con- 
fined to a recognized field or area of practice if 
in fact he establishes by his clinical records that 
seventy-five per cent of his professional services are 
devoted to that field or area of practice.” 


ALTERNATE AMENDMENT TO SECTION 6 
OF ARTICLE I OF CHAPTER II 


Amend Article I of Chapter IJ, by deleting the 
present Section 6 and substituting therefor the 
following: 

“Sec. 6. (a) It is unethical for a physician or 
institution to commercialize or advertise their serv- 
ices or to be associated with a physician or institu- 
tion which does. A physician or institution may 
make when needed dignified public statements, 
reports or announcements such as are usual and 
customary for physicians and institutions in their 
area, and which are approved by the divisional 
society. 

“(b) The A.O.A. and the divisional societies may 
and should make available to the public needed 
health, professional and educational information, 
and may in their discretion authorize the names 
of doctors or institutions or other information to 
be used in connection therewith when necessary. 
The A.O.A. and divisional societies may delegate 
such responsibilities or duties if desired or neces- 


sary. 
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Bureau of Public Education on Health, Eugene D. Mosier 
Bureau of Public and Industrial Health, Robert D. Anderson 
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Medical Care Plans, Theodore F. Classen 
Health Care for the Aging, Vernon H. Casner 
Bureau on Disaster Medical Care, Raymond W. Hanna 
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A.O.A. representatives attend National Health Forum 
A.O.A. to hold conference on economics of medical care 
1960 Christmas Seal Campaign totals over $70,000 
Kansas City holds seminar on disaster medical care 
A.O.A. conducts seminars on medical writing 
Department of Professional Affairs 

Council on Development 


A message from the President 
of the American Osteopathic Association 


> A review of the schedule of meetings being 
held this spring in the Association’s National 
Headquarters leads to an interesting discovery. 
Of the thirteen committees of the A.O.A. and 
its affiliates that are gathering in Chicago during 
these weeks, all but two are directly and pri- 
marily concerned with osteopathic education. 

Early in April, the specialty colleges of in- 
ternal medicine and radiology and the Board of 
Radiology met to evaluate postdoctoral courses 
and to conduct examinations toward specialty 
certification. The Committee on Accreditation 
of Postgraduate Training met to consider more 
than 100 formal training programs and to act 
upon critical revisions in policy. 

The Committee on Hospitals, in a special order 
of business, carried forward the revision in the 
system of inspection of hospital residency pro- 
grams that will call for inspection by specialists 
certified in each residency being given. This mat- 
ter was also considered at the meeting of the 
Board of Trustees of the American Osteopathic 
Hospital Association. A sound didactic and clini- 
cal program for the National Convention, to be 
held in Las Vegas, Nevada, next January was 


the concern of the meeting of the A.O.A. Com- 
mittee on Program. Finally, the Association’s 
Bureau of Professional Education evaluated and 
merged all these findings into the whole of edu- 
cational policy, for presentation to the A.O.A. 
Board of Trustees in July. Throughout these 
meetings emphasis was on a sharpening policy 
dealing with the integration, at the practice level, 
of principles distinctively osteopathic. 

Three other agencies, meeting during the first 
half of May, had to do with financial aid to 
osteopathic students and programs. In dovetail- 
ing effort, the Committee on Scholarship of the 
Auxiliary to the A.O.A. awarded scholarships to 
first- and second-year students in osteopathic 
colleges. The profession’s Student Loan Fund 
Committee awarded loans to juniors and seniors, 
and the Committee on Educational Grants 
awarded funds for postdoctoral study. 

To me, as President of the American Osteo- 
pathic Association, this review offered heartening 
evidence of the profession’s continuing guardian- 
ship of quality in the art of healing. 
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A.O.A representatives 
attend National Health Forum 


> At the annual meeting of the 
National Health Council, held in 
conjunction with the ninth National 
Health Forum in New York City, 
March 14 to 16, Dr. George W. 
Northup, Past President of the 
American Osteopathic Association, 
was elected to the Council’s 35- 
member board of directors. Dr. 
Northup, who will serve for 3 years, 
is the second member of the Asso- 
ciation to be so named. Dr. Russell 
C. McCaughan, A.O.A. Executive 
Secretary from 1931 until shortly 
before his death in 1956, was made 
a member in 1954. This was 2 years 
after the A.O.A. became a member 
of NHC. 

At the 3-day National Health 
Forum, which brought together 650 
representatives of the 72 agencies 
that make up the Council, there 
were nine representatives from the 
A.O.A. in addition to Dr. Northup 


and the two other delegates, Dr. 
Galen S. Young, Philadelphia, and 
Robert D. McCullough, Tulsa. 
The Forum theme, “Better Com- 
munication for Better Health,” fo- 
cused on the problems inherent in 
the exchange of ideas and plans 
among the nation’s large and di- 


-verse agencies that deal with 


health. Unlike themes of other 
years, which have considered such 
problems as aging, urban sprawl, 
and the health of working people, 
in large measure this year’s discus- 
sions turned inward. Up for exam- 
ination were the methods of com- 
munication among agencies and 
with the public. Taking part were 
health practitioners; scientists; pub- 
lic relations specialists; representa- 
tives of the press, radio, and tele- 
vision; and executives of health 
agencies. 

Dr. Granville W. Larimore, dep- 


uty commissioner of health, New 
York State Department of Health, 
was chairman of the 3-day meeting, 
Among the Forum speakers were 
Dr. Luther L. Terry, Surgeon Gen- 
eral, U.S. Public Health Service; 
Dr. Howard A. Rusk, associate 
editor of the New York Times and 
director of the Institute of Physical 
Medicine and Rehabilitation, New 
York University Medical Center; 
and General David Sarnoff, chair- 
man of the Board of the Radio 
Corporation of America. 


From the A.O.A. e A.O.A. Presi- 
dent Roy J. Harvey, Midland, Mich- 
igan, and President-Elect Charles 
L. Naylor, Ravenna, Ohio, headed 
the osteopathic representation. 
Serving in official Council capaci- 
ties were A.O.A. Executive Direc- 
tor True B. Eveleth, Chicago, as 


Hold Council posts—Above, Dr. George W. 
Northup, Livingston, New Jersey, was 
named to the NHC Board of Directors dur- 
ing annual meeting. Left, James J. Sterner, 
M.D., Rochester, New York, was installed as 
president, and George Bugbee, New York 
City, was named president-elect. 
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agency executive; Past Presidents 
Young, Northup, and McCullough; 
Dr. Joseph H. Huff, Burlington, 
North Carolina, as a member of the 
National Advisory Committee on 
Local Health Departments; and Dr. 
Charles W. Sauter, II, Gardner, 
Massachusetts, as a member of the 
Committee on State and Local 
Health Councils. Unable to be 
present were Drs. J. Marshall Hoag 
and Leonard V. Strong, both of 
New York City, and members re- 
spectively of the Committee on 
Health Education and the Commit- 
tee on Research. 

Attending as A.O.A. chairmen 
were Drs. Robert D. Anderson, 
Philadelphia, of the Bureau of Pub- 
lic and Industrial Health, and Ver- 
non H. Casner, Kirksville, Missouri, 
of the Committee on Health Care 
of the Aging. 

Dr. Alexander Levitt, a former 
NHC delegate and long a student 
of public health, particularly in the 
field of air pollution, also attended 
the Forum. Robert A. Klobnak, 
Chicago, director of the A.O.A. Di- 


Osteopathic representatives at the National Health Forum—Left to right, seated: Past President Galen S. Young, Chester, Pennsylvania, 
A.O.A. President Roy J. Harvey, Midland, Michigan, Mrs. Joseph H. Huff, Burlington, North Carolina, Mrs. Charles W. Sauter, II, Gard- 
ner, Massachusetts, and President-Elect Charles L. Naylor, Ravenna, Ohio. Standing, Drs. Vernon H. Casner, Kirksville, Missouri, Robert 
D. Anderson, Philadelphia, Joseph H. Huff, Alexander Levitt, Brooklyn, New York, Robert D. McCullough, Tulsa, Oklahoma, and Charles 


W. Sauter, II. 
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The National Health Council is made up of seventy-two agencies devoted 
to the cause of national health and welfare. Among them are associations 
of the health professions, welfare groups, and agencies working to allevi- 
ate the effects of particular diseases and disabilities. NHC was founded 
in 1910, with ten members. The A.O.A. has held membership since 1954. 


vision of Public and Professional 
Service, acted as one of the special 
group of “reporters” who covered 
Forum sessions and highlighted 
findings and action. 


Pre-Forum in Chicago e In prep- 
aration for informed and produc- 
tive attendance at the Forum, the 
National Osteopathic Foundation 
last December staged a pre-Forum 
meeting in Central Office, Chicago, 
for A.O.A. representatives. A panel 
of speakers in the health commu- 
nications field, headed by Aubrey 
Mallach, director of the National 
Health Council Forum, discussed 
problems to be faced in New York 
in March. The meeting in Central 


Office was one of four such pre- 
paratory sessions held by council 
agencies. 


NHC appointments e In the an- 
nual meeting of the National Health 
Council, Dr. James J. Sterner, 
Rochester, New York, was installed 
as president, to succeed Dr. James 
E. Perkins, New York City, manag- 
ing director of the National Tuber- 
culosis Association. Dr. Sterner, 
who is medical director of the East- 
man Kodak Company, is the first 
industrial physician to head the 
Council. George Bugbee, New York 
City, was named president-elect. 
Mr. Bugbee is president of the 
Health Information Center. 
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A.O.A. to hold conference on 


economics of medical care 


A physician may consider himself competent in the field of healing only 
if he is cognizant of the social, economic, and political environment in 
which he, his patients, and his community move. Only if he is abreast 
of the trends of his time is he a complete physician—Thecdore F. Classen, 
D.O., Chairman, A.O.A. Committee on Medical Care Plans. 


> To afford members of the osteo- 
pathic profession opportunity to in- 
form themselves on today’s patterns 
and trends in the economics of 
medical care, the American Osteo- 
pathic Association is inviting all 
osteopathic physicians to partici- 
pate in a Conference on Health 
Insurance and Medical Care Plans, 
to be held in Chicago in July. 
Sponsored by the Association’s 
Committee on Medical Care Plans, 
the Conference will be held in the 
Drake Hotel, Friday and Saturday, 
July 7 and 8. Its sole purpose will 
be to inform, and speakers will be 
from agencies of government, in- 
surance, medical care plans, and 
from the profession itself. Its sub- 
ject matter will be the complex and 
pervasive changes of present-day 
medical practice, and the effects 
these changes have upon doctors, 
their institutions, and their rela- 
tionships to their patients. 


Challenge to learn e “This con- 
ference is being held to help physi- 
cians discharge their responsibilities 
by informing themselves of current 
developments relating to health in- 
surance and medical care plans,” 
said A.O.A. President Roy J. Har- 
vey, Midland, Michigan. “It may 
also serve to challenge them to 
demonstrate their willingness to 
meet these changing circumstances. 
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The importance of the Conference 
cannot be overstated.” 

As chairman of the Committee 
on Medical Care Plans, Dr. Theo- 
dore F. Classen, Warrensville, 
Ohio, heads arrangements. Work- 
ing with him ere Committee mem- 
bers James H. McCormick, Elkhart, 
Indiana, A.O.A. Third Vice Presi- 
dent; W. C. Andreen, Wyandotte, 
Michigan; and A. A. Ferris, Sagi- 
naw, Michigan. Also assisting in 
arrangements are A.O.A. General 
Counsel Milton McKay, and other 
members of Central Office Staff. 


In the main, the Conference 
program will consist of panel dis- 
cussions, headed by persons ex- 
perienced in the administration of 
health insurance and medical care - 
plans. This format will afford op- 
portunity for questions and for ex- 
planations of particular trends and 
difficulties. 


Open to all members e The meet- 
ing will be open to all members 
but will be particularly directed to 
chairmen of state committees on 
health insurance and medical care 
plans, and to A.O.A. delegates and 
trustees, who will be at the Drake 
at that time to attend the annual 
meetings of the House and Board. 
Said Dr. Classen: 

“We feel that these leaders, all 
of whom we hope will be attend- 
ants at the Conference, will be able 
to take back to their states much 
of the Conference material. Thus 
indirectly we may fulfill our hope 
of providing the profession at large 
with information vital to them and 
their patients.” 

The Committee on Medical Care 
Plans functions under the Bureau 
of Public and Industrial Health, of 
which Dr. Robert D. Anderson, 
Philadelphia, is chairman. It was 
first appointed in 1959 as an ad hoc 
Committee on Third Party Medi- 
cine, and last year was transferred, 
under its present title, to its place 
in the A.O.A. organizational struc- 
ture. 


Attend!! 


The purpose of the Conference on Health Insurance and 
Medical Care Plans is to study and discuss today’s patterns 
and trends in the economics of medical care. 


It is being sponsored for the profession by the A.O.A. 
Committee on Medical Care Plans. Its speakers will be 
from the ranks of national leaders in medicine, government, 
insurance, and medical care plans. 


It will be held July 7 and 8 in the Drake Hotel, Chicago, 
immediately preceding the annual meeting of the House of 
Delegates of the A.O.A. Attend!! 
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1960 Christmas Seal Campaign 
totals over $70,000 


> When the osteopathic Christ- 
mas Seal Campaign closes its books 
for the 1960 campaign at the end of 
this month, it will show the highest 
total in its 30-year history. The 
year’s proceeds will be just over 
$70,000, and will be turned over to 
the profession’s student loan and 
research funds. 

Members of the osteopathic pro- 
fession, and of its auxiliary, col- 
leges, and hospital guilds cooper- 
ated to reach this year’s total. The 
Auxiliary to the A.O.A. assumed 


From left, Mrs. Vincent L. 
Kennedy, Jackson, Michigan, 
who, as 1960 president of 
the National Osteopathic 
Guild Association, headed the 
group's work for Christmas 
seals. Dr. David Shuman, Phil- 
adelphia, and Mrs. Henry N. 
Hillard, Lancaster, seal chair- 
men who led Pennsylvania to 
first place among the states. 
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much of the leadership, in keeping 
with the A.O.A. proposal, adopted 
by the Auxiliary in 1960, that ma- 
jor responsibility for the direction 
of the campaign be assumed by 
the A.A.O.A. by 1961. 

Dr. True B. Eveleth, Chicago, 
Executive Director of the A.O.A., 
Mrs. George W. Northup, Madison, 
New Jersey, immediate past-presi- 
dent of the A.A.O.A., and Mrs. 
Vincent L. Kennedy, Jackson, 
Michigan, president of the National 
Osteopathic Guild Association, 


Mrs. George W. Northup, the Auxiliary 
Christmas seal chairman, and Mrs. Camp- 
bell A. Ward, Auxiliary president, show 
A.O.A. President Roy J. Harvey the 196! 
seal design. 


headed the three co-operating 
groups. College effort was directed 
by student councils and student 
wives groups. In her role as cam- 
paign secretary, Alyce Balfour, of 
the Central Office staff, Chicago, 
co-ordinated campaign mechanics. 
Both the auxiliary and profession 
worked through state chairmen. 


Packet plan continues e This 
year’s campaign followed the pack- 
et plan, started in 1951, in which 
packets of supplies are ordered by 
doctors and their wives and are 
distributed to their “publics.” Ac- 
cording to Mrs. Balfour, 67 per 
cent of this year’s returns came 
from the osteopathic public. 
Campaigns in osteopathic col- 
leges, directed by student councils 
and the A.A.O.A.-sponsored stu- 
dent wives groups, produced close 
to $7,000. The Kansas City college 
total was over $2,200, the highest 
college return in Seal history. 


Pennsylvania leads e In the state 
campaigns, Pennsylvania took the 
lead, with a total of more than 
$7,000. Ohio and Michigan were 
second and third, each with more 
than $5,000, and California was 
forth with $4,400. Also in the top 
ten, in order of returns, were IIli- 
nois, New York, New Jersey, Indi- 
ana, Washington, and Texas. 


1961 campaign e The seals for 
1961 and broad plans for their dis- 
tribution are ready for the October 
1 opening of the Seal program’s 
thirty-first season. 


Provide Loans for Students Grants for Research 
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Kansas City holds seminar 


on disaster medical care 


> Close to 150 physicians and 
hospital administrators of the Mid- 
dle West participated in the semi- 
nar on disaster medical care and 
planning, held in the Muehlebach 
Hotel, Kansas City, April 16. The 
meeting was sponsored by the Bu- 
reau on Disaster Medical Care of 
the American Osteopathic Associa- 
tion, in cooperation with the oste- 
opathic associations of Missouri, 
Kansas, and Iowa. It immediately 
preceded the National Osteopathic 
Child Health Conference and Clin- 


1c, 


As bureau chairman Dr. Ray- 
mond W. Hanna, Independence, 
Missouri, presented an imposing 
panel of speakers, who discussed 
various phases of disaster planning 
and care, particularly as applied at 
the community level. 

Dr. Carroll P. Hungate, Kansas 
City, consultant to the U.S. Public 
Health Service, and until recently 
chairman of the Committee on Dis- 
aster Medical Care of the American 
Medical Association, was the lunch- 
eon speaker. Also from the USPHS 
were Dr. Irving Laudeutscher, re- 


gional medical officer, Denver, who 
spoke on “Immediate Disaster 
Treatment,” and Sam Glenner, pro- 
gram representative for health mo- 
bilization, region VI, Kansas City, 
His subject was “Training Materi- 
als in Health Disaster Planning.” 
Others on the program were Col. 
Victor C. Searle, U.S. Army Chemi- 
cal Corps, Washington, D.C., on 
“The Threat of Chemical, Biologi- 
cal and Radiological Warfare 
Agents,” and W. L. Shaffer, direc- 
tor of Rural Activities, Office of 
Civil and Defense Mobilization, 


Above, Col. Victor C. Searle, U.S. Army Chemical Corps, 
Washington, D.C., and below, W. L. Shaffer, director of Rural 
Activities, Office of Civil and Defense Mobilization, Battie 
Creek, Michigan, address seminar. 


Left, Dr. John W. Campbell, Davenport, lowa, and William 
A. Lohrey, administrator of the Hospitals of the Kansas 
City College, Kansas City, Missouri, study materials used 
in disaster training. 
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Battle Creek, Michigan. Dr. Hanna 
presented “The Osteopathic Pro- 
gram for Disaster Health Care.” 


Special guests ¢ Special guests of 
the seminar were Dr. Carl E. 
Morrison, St. Cloud, Minnesota, 
chairman of the A.O.A. Council on 
Federal Health programs, and a 
Past President of A.O.A., and Wal- 
lace M. Pearson, Kirksville, Mis- 
souri, chairman of the A.O.A. De- 
partment of Public Affairs, under 
which the disaster care bureau 
functions. Dr. Morrison and Dr. 
Hanna were recently named as 
USPHS consultants to the Division 
of Health Mobilization. 

The A.O.A. agency on disaster 
care was created last summer dur- 
ing the national convention in 
Kansas City, and held its first full- 
scale meeting in Minneapolis in 
September, at the time of the 
annual conference of the United 
States Civil Defense Council. 


Bureau members e Working with 
Dr. Hanna on the bureau are the 
regional chairmen Drs. W. Hadley 
Hoyt, Jr., North Reading, Massa- 
chusetts; Robert J. Kromer, San- 
dusky, Ohio; Walter B. Elliott, Jr., 
Atlanta, Georgia; J. Warren Mc- 
Corkle, Mineola, Texas; Ronald K. 
Woods, Des Moines, Iowa; Wilmot 
F. Robinson, Los Angeles; Vernon 
J. Reagles, Seattle; Joseph W. EI- 
bert, Petersburg, Indiana; H. Kay 
Dooley, Pomona, California; and 
Mr. Paul Stitzel, Warrensville 
Heights, Ohio. 


Above, right, Ruth Good, Ann 
Arbor, Michigan, conducts medi- 
cal writing seminars. 


Right, Committee on A.O.A. Pub- 
lications—From left, Drs. Ira C. 
Rumney, Ann Arbor, chairman of 
the A.O.A. Department of Pro- 
fessional Affairs; Wesley B. Lar- 
sen, Chicago, Committee chair- 
man; William B. Strong, Des 
Moines, lowa; and Hobert C. 
Moore, Bay City, Michigan. 
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A.O.A. conducts seminars 


on medical writing 


> A new A.O.A. program on the 
art and technics of medical writing 
was initiated early in May in a 
series of seminars in five osteo- 
pathic colleges. The courses were 
developed and conducted by mem- 
bers of the Editorial Department 
of the A.O.A., working with the 
Association’s Committee on Publi- 
cations. 

Four of the five conferences were 
conducted by Ruth Good, Ann Ar- 
bor, Michigan, and the fifth by 
Barbara Peterson, Chicago, both 
experienced medical writers, and 
both a part of the A.O.A. editorial 
staff. On Monday, May 1, Mrs. 
Good opened a series of lectures 
and workshops in the osteopathic 
colleges. The first was held at the 
College of Osteopathic Medicine 
and Surgery in Des Moines, fol- 
lowed by similar presentations in 
the colleges in Kansas City, Kirks- 
ville, and Philadelphia. On May 5, 
Miss Peterson conducted the semi- 
nar at the college in Chicago. 


Long a “must” e “We are gratified 
that this program is under way,” 
said A.O.A. Executive Director True 
B. Eveleth. “It has long been on 
our agenda of ‘musts’ and, we hope, 
will meet: a vital need.” 

Katherine Becker, associate edi- 
tor of THE JourNAL, has been chief- 
ly instrumental in the development 
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of the program. In her report to 
the Board of Trustees at the A.O.A. 
Convention in Kansas City last 
July, Mrs. Becker recommended, in 
view of the shortage of material 
for publication, that the Associa- 
tion appropriate funds for courses 
in medical writing to be given, on 
request, in osteopathic colleges and 
eventually at meetings of specialty 
colleges and divisional societies. 
The recommendation, also made by 
Dr. Eveleth in his annual report, 
was approved by the Board. 
“Since failure to produce papers 
more often stems from a lack of 
knowledge about the mechanics of 
preparation than from a scarcity of 
subject matter,” said Mrs. Becker 
in her report, “it would seem prac- 
tical for the A.O.A. to provide qual- 
ified personnel to conduct intensive 
training courses in the fundamen- 
tals of medical writing in osteo- 


Examiners of 11 states meet, 
adopt by-law changes 


> A change in name and other 
by-law revisions marked the recent 
annual meeting of osteopathic ex- 
aminers, held recently in Central 
Office, Chicago, when a new by- 
law document was adopted. Unani- 
mously the attendants, representing 
eleven states, voted to change the 
name of the organization from the 
American Association of Osteo- 
pathic Examiners to the American 
Association of Osteopathic Medical 
Examiners; generally to hold their 
annual meeting at the time of the 
meeting of the Federation of State 
Medical Boards of the United 
States; and to increase their budg- 
et, mainly through a raise in dues. 


Started in 1904 e These changes 
are directed toward extending gen- 
eral osteopathic participation in the 
field of licensure, and toward carry- 
ing on the work of the agency that 
had its beginning in 1904, was ac- 
tive until the First World War, 
and emerged into renewed effec- 
tiveness in 1925. Its purpose has 
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Reprints of “Focus on 
Osteopathic Education” 
are again available from 

A.O.A. Order Department 

212 East Ohio Street 

Chicago 


pathic colleges and before other 
interested groups.” 


Seminar form and content e At 
the direction of the Committee on 
Publications, the editorial staff has 
developed two compilations, a syl- 
labus to suggest the form for in- 
tensive courses of one or several 


been to work toward uniform rec- 
iprocity agreements, to improve 
upon the system of examinations, 
and to encourage cooperation 
among state licensing boards. 

Dr. R. H. Peterson, Wichita Falls, 
Texas, presided, and Dr. Wallace 
F. Kreighbaum, Minneapolis, was 
secretary-treasurer. Both were re- 
elected to office this year, as was 
Dr. Richard C. Baker, Rockingham, 
North Carolina, vice president. 
Others present were Drs. Dale 
Dodson, Northfield, Minnesota; C. 
F. Dartt, Red Wing, Minnesota; C. 
Robert Starks, Denver; Richard 
Gibson, Winfield, Kansas; Roy G. 
Bubeck, Jr., Grand Rapids, Michi- 
gan; John R. Pike, Albany, New 
York; Edmund H. Bouton, Frank- 
fort, Kentucky; L. D. Elliston, Cov- 
ington, Tennessee; Marion E. Coy, 
Jackson, Tennessee; V. G. Clark- 
Wismer, Honolulu; Cecil C. Thorpe, 
Longmont, Colorado; Richard A. 
Michael, Jefferson City, Missouri, 
and G. G. Porter, Lubbock, Texas. 
Milton McKay, A.O.A. general 
counsel, acted as consultant, and 
Lillian Schmitz, also of the A.O.A. 
staff, was meeting secretary. 


days’ duration, and “Aids to Medi- 
cal Writing,” to suggest subject 
matter. The latter contains such 
articles as “Seven Hints for Self- 
improvement in Medical Writing,” 
“Organizing the Clinical Paper,” 
“Medical Writing: Notes on Gram- 
mar and Diction,” and “Doctors 
into Print.” 

Both Mrs. Good and Miss Peter- 
son brought sound technical knowl- 
edge and experience to their col- 
lege presentations. For 17 years 
Mrs. Good was with the University 
of Michigan as a medical secretary, 
and as an editor of the University’s 
Medical Bulletin. Since 1958 she 
has been with A.O.A. as an assistant 
editor and special writer. Miss 
Peterson has had broad teaching 
and writing experience, and has 
been with THe Journat for the 
past 4 years as a medical manu- 
script editor. 


Dr. Robuck speaks e Dr. S. V. 
Robuck, president of the National 
Board of Examiners for Osteopathic 
Physicians and Surgeons, and Dr. 
R. N. MacBain, president of the 
Chicago College of Osteopathy, 
were guests at the meeting. Dr. 
Robuck discussed the relationship 
of the National Board to state li- 
censing boards, the number of can- 
didates for National Board exami- 
nation, and the possible utilization 
of multiple-choice and objective 
type examining procedures. Dr. Ro- 
buck is a charter member of the 
National Board—a distinction he 
shares with Dr. Chester D. Swope 
of Washington, D.C.—and has been 
its president since 1947. The Board 
was established in 1935, under the 
sponsorship of the American Asso- 
ciation of Osteopathic Examiners. 


Early officers, chairmen e Dr. 
Dain L. Tasker, Oceanside, Califor- 
nia, was chairman of the committee 
which met during the eighth an- 
nual A.O.A. convention in St. Louis 
in 1904 to draft provisions for an 
organization of osteopathic exam- 
iners. At that meeting, Minnesota, 


As President of the American Osteopathic Association, Dr. Roy J. Harvey is scheduled to attend 
these conventions and meetings in the coming weeks: 


Pennsylvania Osteopathic Association, Philadelphia 

Indiana Association of Osteopathic Physicians and Surgeons, and 
Kentucky Osteopathic Medical Association, French Lick, Indiana 
West Virginia Society of Osteopathic Medicine, Huntington 
Virginia Osteopathic Medical Association, Williamsburg 

Oregon Osteopathic Association, and 

Washington Osteopathic Medical Association, Eugene, Oregon 
Maine Osteopathic Association, Rockland 


May 18-20 


May 20-23 
May 21 
May 25-28 


June 12-14 
June 23-24 


Arkansas, Wisconsin, Michigan, 
Ohio, and California were repre- 
sented. Activity waned during the 
years of the First World War, but 
was revived in 1925 when the late 
Dr. Asa Willard took office as 
president and Dr. Lester R. Daniels, 
Sacramento, California, as secre- 
tary-treasurer, a post he held for 
14 years. Others who have held 
office include Drs. Phil R. Russell, 
Fort Worth, Texas; E. S. Detwiler, 
London, Ontario, Canada; James 
O. Watson, Columbus, Ohio; and 
Dr. Coy, who was president from 
1952 until last year. 


Dr. Elbert attends 
APHA meeting in Chicago 


> Dr. Joseph W. Elbert, Peters- 
burg, Indiana, a member of the 
A.O.A. Bureau of Disaster Medical 
Care, represented the Association 
at the twelfth annual convention of 
the Middle States Branch of the 
American Public Health Associa- 
tion, held in Chicago, April 12 to 
14. The host association for the 3- 
day meeting was the Illinois Public 
Health Association. 

“Manpower and Training to Meet 
Public Health Emergencies” was 


the theme of the meeting. Its pro- 
gram was made up of six demon- 
stration-exhibits, one of which dealt 
with disaster medical care, in which 
Dr. Elbert was particularly inter- 
ested. 

The A.O.A. medical care group 
was organized last summer during 
the convention in Kansas City as 
an ad hoc Committee on Disaster 
Medical Care, with Dr. Raymond 
W. Hanna, Independence, Missouri, 
as chairman. It has since been made 
a bureau under the Department of 
Public Affairs, of which Dr. Wal- 
lace M. Pearson, is chairman. 


American Association of Osteopathic Medical Examiners meets in Central Office—Left to right, seated: Drs. Clifford F. Dartt, Red Wing, 
Minnesota; Richard C. Baker, Rockingham, North Carolina, vice president; R. H. Peterson, Wichita Falls, Texas, president; Wallace F. 
Kreighbaum, Minneapolis, secretary; Samual V. Robuck, Chicago, president, National Board of Examiners for Osteopathic Physicians and 
Surgeons; Richard A. Michael, Jefferson City, Missouri; and C, Robert Starks, Denver. Standing: Lillian Schmitz, Chicago, meeting secretary; 
Drs. Ray G. Bubeck, Jr., Grand Rapids, Michigan; Dale Dodson, Northfield, Minnesota; Cecil C. Thorpe, Longmont, Colorado; and Richard 
N. MacBain, president, Chicago College of Osteopathy; Mrs. Bubeck; Drs. V. G. Clark-Wismer, Honolulu; John R. Pike, Albany, New York; 
Richard Gibson, Winfield, Kansas; Marion E. Coy, Jackson, Tennessee; L. D. Elliston, Covington, Tennessee; Edmund H. Bouton, Frankfort, 
Kentucky; and A.O.A. General Counsel Milton McKay, Chicago. 
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DEPARTMENT OF 


Accreditation Committee 
reviews training programs 


> The annual meeting of the Com- 
mittee on Accreditation of Postgrad- 
uate Training was held in Central 
Office, Chicago, April 7 to 9. In 
addition to members, the meeting 
brought together representatives of 


PROFESSIONAL AFFAIRS 


the profession’s specialty colleges 
in discussion of postgraduate pro- 
grams. During the 3-day meeting, 
more than 100 formal training pro- 
grams by osteopathic colleges, hos- 
pitals, and specialty groups came 
up for consideration. 

As a part of the continuing pro- 
gram of revision of the structure 
and processes of osteopathic edu- 


cation, Committee attention was 
also directed to policies which wil] 
be recommended to the Bureau of 
Professional Education when it 
meets in Chicago May 19 and 20, 
and to the Board of Trustees in its 
meeting in July. 


Dr. Baldwin presides e Dr. Wil- 
liam Baldwin, Jr., York, Pennsyl- 
vania, chairman of the Committee, 
presided. Other members, all of 
whom were present, are: Drs, 
Howard C. Baldwin, Tulsa, Okla- 
homa, Harry A. Barquist, Des 
Moines, Iowa, Arthur A. Martin, 
Kirksville, Missouri, and Daniel W. 
McKinley, East Detroit, Michigan. 
Mr. Lawrence W. Mills and Dr. 
Harry A. Lichty, both of Central 
Office, acted as secretary and as- 
sistant secretary, respectively. 
Also present were A.O.A. Presi- 
dent Roy J. Harvey, Midland, 
Michigan, President-Elect Charles 
L. Naylor, Ravenna, Ohio, and Dr. 
Ira C. Rumney, Ann Arbor, Michi- 
gan, chairman of the Department 


Left—Specialty colleges report—From left, 
seated, Drs. Otto M. Kurschner, Philadelphia; 
Arthur A. Martin, Kirksville, Missouri; Howard 
C. Baldwin, Tulsa; and John W. Tedrick, 
Denver. Standing, Carlton M. Noll, Blissfield, 
Michigan; Clifford C. Foster, Lakewood, 
Ohio; Stuart F. Harkness, Des Moines, lowa; 
and David A. Gardner, Ferguson, Missouri. 


Committee on Accreditation—From left, seated, Dr. Howard Baldwin and Dr. Martin, who also represented their specialty colleges; Dr. Ira 
C. Rumney, Ann Arbor, Michigan, chairman, A.O.A. Department of Professional Affairs; Dr. William Baldwin, Jr., York, Pennsylvania, chair- 
man; and Lawrence W. Mills, director, A.O.A. Office of Education, Chicago. Standing: Drs. Harry A. Lichty, Chicago, newly appointed 
secretary of the Committee; Harry A. Barquist, Des Moines; and Daniel W. McKinley, East Detroit, Michigan. 
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of Professional Affairs under which 
the Committee functions. A.O.A. 
Executive Director True B. Eveleth 
welcomed the Committee to Cen- 


tral Office. 


Evaluating committees repre- 
sented e Representatives of the 
evaluating committees of the pro- 
fession’s specialty colleges reported 
on formal training programs other 
than hospital residencies. 

These representatives, from eight 
specialty colleges, included Drs. 
Sidney D. Rothman, Los Angeles, 
and A. P. Ulbrich, Detroit, of the 
dermatologists; Stuart F. Harkness, 
Des Moines, and David A. Gardner, 
Ferguson, Missouri, internists; Ken- 
neth A. Scott, Providence, Rhode 
Island, obstetricians and gynecolo- 
gists; Clifford C. Foster, Lakewood, 
Ohio, and Dr. Martin, ophthalmol- 
ogists and otorhinolaryngologists; 
Otto M. Kurschner, Philadelphia, 
pediatricians; Carlton M. Noll, 
Blissfield, Michigan, proctologists; 
John W. Tedrick, Denver, radiolo- 
gists; and Howard Baldwin, sur- 
geons. The colleges of anesthesiolo- 
gy, neuropsychiatry, and physical 
medicine and rehabilitation were 
not represented. 

During the meeting, Dr. Lichty 


was made secretary of the Commit- 
tee. Mr. Mills, who has been secre- 
tary, will now act as a consultant. 
Dr. Lichty, who graduated from 
the Kirksville College of Osteop- 
athy and Surgery in 1953, joined 
the Central Office staff last Septem- 
ber as an administrative assistant in 
the Office of Education. 


A.O.A. Research Bureau 
meets in Kirksville 


> On invitation of the Kirksville 
College of Osteopathy and Surgery, 
the Bureau of Research of the 
American Osteopathic Association 
held its annual meeting in Kirks- 
ville, its first away from Central 
Office, Chicago. Dr. Otterbein 
Dressler, Detroit, presided as the 
Bureau’s acting chairman. 

Present also were Drs. Charles L. 
Naylor, Ravenna, Ohio, A.O.A. 
President-Elect, Murray Goldstein, 
Medical Director in the National 
Institute of Neurological Diseases 
and Blindness, U.S. Public Health 
Service, Bethesda, Maryland, Leon- 
ard V. Strong, New York City, W. 
D. Henceroth, Grove City, Ohio, J. 
Dudley Chapman, Warrensville 


Heights, Ohio, and Marie Bier- 
baum and Leonard Heffel, both of 
the Central Office staff, Chicago. 
Drs. Alexander Levitt, Brooklyn, 
and Henry Hillard, Lancaster, 
Pennsylvania, were unable to be 
present. 

Thirteen applications for grants- 
in-aid for programs being con- 
ducted under osteopathic auspices 
were reviewed by the Bureau, for 
presentation to the A.O.A. Board of 
Trustees when it meets in Chicago 
in July. Discussion centered on pro- 
grams to develop osteopathic re- 
search scientists. 

“Manpower is our crying need,” 
said Dr. Goldstein. “We must guide 
interested and competent people in 
our colleges into careers in re- 
search. If we can supply qualified 
scientists, funds will be forthcom- 
ing in support of our investiga- 
tions.” 

Mr. Heffel, of the A.O.A Division 
of Public and Professional Service, 
was made secretary of the Bureau 
to succeed Miss Bierbaum, execu- 
tive assistant, who has been secre- 
tary since 1956. Mr. Heffel, an 
experienced medical writer, is au- 
thor of the booklet, “Focus on 
Research,” released by the A.O.A. 
last spring. 


A.O.A. Bureau of Research meets in Kirksville—Left to right: A.O.A. President-Elect Charles L. Naylor, Ravenna, Ohio; Leonard Heffel, 


A.O.A. staff, Chicago, newly-named secretary of the Bureau; Marie Bierbaum, also of the A.O.A. staff, retiring secretary; Drs. Murray Gold- 
stein, of the National Institutes of Health, Bethesda, Maryland; Otterbein Dressler, Detroit, acting chairman; W. D. Henceroth, Grove City, 
Ohio; J. Dudley Chapman, Warrensville Heights, Ohio; and Leonard V. Strong, New York City. 


JOURNAL A.O.A., VOL. 60, MAY 196! 


779 


} 
| 
d 
| 
if 
| 
= 
| 
j 
i 
ij 
if 
i 
| 
| 
| 
= 


COUNCIL ON DEVELOPMENT 


Council on Development 
chairmen report 


> The profession’s Council on De- 
velopment met in Central Office, 
Chicago, on Sunday, April 9, to 
hear and discuss the reports of 
Council members, each in his as- 
signed field. Dr. William B. Strong, 
Des Moines, Iowa, Council chair- 
man, presided. 

In his own report, Dr. Strong 
dwelt on the vital necessity of a 
positive approach in all expressions 
of osteopathic distinctiveness. 
Other committee reports were made 
by Drs. Charles L. Naylor, Raven- 
na, Ohio, President-Elect of the 
A.O.A., on activities of divisional 
societies, and of the relationships of 
physicians to their patients; True 
B. Eveleth, Executive Director of 
the A.O.A., Chicago, reported on 
osteopathic activity with firms and 
corporations and on the role of the 


A.O.A. as a national agency of 
health; Richard N. MacBain, presi- 
dent of the Chicago College of 
Osteopathy, on Council activity in 
the field of education; and Charles 
W. Sauter, II, Gardner, Massachu- 
setts, on the activity of osteopathic 
institutions. 

Dr. Earl K. Lyons, Elkins, West 
Virginia, reported on the Osteo- 
pathic Progress Fund; J. Scott 
Heatherington, Gladstone, Oregon, 
on foundations; Mrs. George S. Coz- 
ma, Cleveland, on the activities of 
the National Osteopathic Guild As- 
sociation and other women’s organi- 
zations; and Milton McKay, A.O.A. 
general council, on developments 
in government as they relate to the 
healing arts. 

Unable to be present were Dr. 
Jean F. LeRoque, Des Moines, 
Iowa, Dr. Wesley B. Larsen, Chica- 
go, and Mr. William S. Konold, 
Columbus, Ohio. 


Of particular interest was Dry, 
Lyons’ report that the Osteopathic 
Progress Fund has so far in 1960-6] 
come within 80 per cent of its mil- 
lion dollar goal for professional 
giving. This is the highest in OPF 
history. Members of the profession 
have given close to $803,000 in the 
first 10 months of this year, and ex. 
pectations are that the year’s total 
will reach $900,000. 


Correction 


> In the New Product informa- 
tion on Glucagon, which was pub- 
lished on page 610 of the March 
JournaL, the word “diabetic” was 
used instead of ‘“insulin” in the 
second paragraph in column three. 
This paragraph should have read: 


Contraindications e There are no 
contraindications to the use of Glu- 
cagon as a means of raising blood 
sugar. If Glucagon does not awaken 
a patient thought to be in insulin 
coma, other causes of coma must 
be sought. The use of Glucagon in 
such a situation is not harmful. 


We regret the error. 


the coming weeks: 


The annual meetings of these health and welfare agencies of the United States are scheduled for 


National Tuberculosis Association, Cincinnati 
National Society for Crippled Children and Adults, Chicago 
New York Health Conference, Rochester 

General Federation of Women’s Clubs, Miami Beach 
American Society of Medical Technologists, Seattle 
International Association of Lions Clubs, Atlantic City, N.J. 
American Diabetes Association, New York City 
American Medical Association, New York City 
American Home Economics Association, Cleveland 


May 21-26 
May 22-25 

June 5-8 

June 5-9 
June 11-16 
June 21-24 
June 24-25 
June 26-30 
June 27-30 
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This section is published monthly to inform the practicing physician about new drug products and medical equipment 


made available on the market. It is a reference section prepared by Tue Journat from descriptive material furnished 


by 
ucts nor 
convenient form. 


TENUATE DOSPAN® 


Chemistry e Tenuate Dospan is a 
brand of diethylpropion, which has 
the formula 1 phenyl-2-diethylam- 
ino-propanone-1-hydrochloride, in 
a special matrix providing a con- 
tinuous-release, long-acting dosage. 


Pharmacodynamics e The sole 
therapeutic action of Tenuate Do- 
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ethical manufacturers. The American Osteopathic Association does not necessarily advocate the use of these prod- 
disapprove any product not included. The purpose of the section is to provide trustworthy information in a 


NEW PRODUCTS 


span is its anorexic effect. In this 
compound, diethylpropion is mixed 
with a special hydrophilic carrier 
which on exposure to moisture in 
the gastrointestinal tract releases 
the active drug at a uniform rate, 
preventing high and low levels of 
drug concentration in the blood 
and tissues. Variable conditions of 
gastrointestinal motility and pH do 
not affect the drug’s action. Al- 
though diethylpropion is a sym- 
pathomimetic agent, appetite sup- 
pression is achieved with almost 
total lack of central nervous system 
stimulation. Clinical studies have 
shown no effects of this drug on 
electrocardiographic tracings, blood 
pressure, pulse, respiration, or elec- 
troencephalographic tracings. The 
drug has been reported safe and 
effective in patients with cardio- 
vascular disorders, coronary insuf- 
ficiency, diabetes, and essential hy- 
pertension. 


Toxicology ¢ Tenuate Dospan has 
been reported to be comparatively 
lacking in the undesirable central 
nervous effects sometimes caused 
by other anorexic compounds. No 
toxic effects on the heart have been 


observed, and no restlessness, nerv- 
ousness, or inability to relax has 
been noted by the average patient. 
Occasionally, however, a sensitive 
patient may experience dryness of 
the mouth or mild nervousness. 


Indications e Tenuate Dospan is 
indicated for any patient requiring 
progressive weight loss through re- 
duced calorie intake, with mini- 
mum reliance on enforced dieting. 
It is particularly indicated where 
the treatment of obesity is compli- 
cated by cardiovasclar disease, dia- 
betes, or pregnancy. 


Dosage schedule « One 75-mg. 
Tenuate Dospan tablet daily, in the 
morning. 


How supplied e White, continu- 
ous-release tablets, bottles of 100. 


Manufacturer e The Wm. S. Mer- 
rell Company, division of Richard- 
son-Merrell, Inc., Cincinnati 15, 
Ohio. 


References ¢ Complete bibliogra- 
phy furnished on request. 
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VELBAN™™- 


Chemistry ¢ Velban is a brand of 
vinblastine sulfate, an anticancer 
alkaloid extracted from the peri- 
winkle plant. Although the exact 
structure of vinblastine remains to 
be determined, chemical and physi- 
cal evidence indicates that the em- 
pirical formula is C,,,H,.,0,,N,, 
and that the drug is a member of 
a new class of dimeric alkaloids 
containing both indole and di- 
hydroindole moieties. 


Pharmacodynamics e The mode 
of action of Velban is still under 
investigation. Tissue-culture 
studies, however, seem to indicate 
an antimetabolic action probably 
associated with cellular utilization 
of glutamic acid. It has also been 
demonstrated that treatment of 
neoplastic cells in vitro results in 
arrest of their division at the stage 
of metaphase. In clinical use, Vel- 
ban powerfully depresses the leuko- 
cyte count, but at proper doses does 
not appear to impair permanently 
the leukocyte-producing mecha- 
nism; usually the return to normal 
levels occurs rapidly. At recom- 
mended doses, the drug has mini- 
mal effects on platelets, except 
where previous therapy or disease 
has impaired the hematopoietic 
mechanism. Effects on erythrocyte 
count and hemoglobin level are 
usually insignificant. It should be 
remembered, however, that patients 
with malignant disease may exhibit 
anemia even in the absence of any 
therapy. 


Toxicology e In laboratory studies, 
the factor limiting increased dosage 
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of Velban in tumor-bearing animals 
has been leukopenia secondary to 
depression of the bone marrow. 
The effect involves chiefly the mye- 
loid leukocytes; there is little effect 
on megakaryocytes. With purposely 
lethal doses, the cause of death in 
test animals was found to be bac- 
terial disease secondary to leuko- 
penia; death was delayed until after 
infection had occurred. In clinical 
treatment, patients should be 
warned of the possibility of un- 
toward symptoms. The incidence 
of side effects appears to be related 
to the size of dosage. The effects 
reported include nausea, epilation, 
temporary mental depression, vom- 
iting, malaise, paresthesia, phle- 
bitis, temporary loss of deep tendon 
reflexes, anorexia, and diarrhea. 
Side effects have not usually per- 
sisted for longer than 24 hours, ex- 
cept for epilation. 


Indications e Although Velban is 
being used on an experimental basis 
for the treatment of a wide variety 
of neoplasms, the drug is not rec- 
ommended for the treatment of 
conditions other than generalized 
Hodgkin’s disease and choriocarci- 
noma, until more data have been 
accumulated. Good effects have 
been reported in the treatment of 
Hodgkin’s disease, and the drug is 
considered especially useful in cases 
unsuitable for local surgical or 
radiotherapeutic treatment or 
which have failed to respond to 
previous treatment. With regard to 
choriocarcinoma, until more is 
known of the efficacy of Velban 
compared with conventional ther- 
apy, this drug should be reserved 
until other treatment has failed. 


Carefully controlled studies are 
now in progress to elucidate further 
the full spectrum of drug activity, 


Contraindications e Research 
clinicians have warned that the 
leukopenic response to Velban is 
variable, and unless the dose is in- 
dividualized, starting at a low level, 
severe injury and even death may 
occur. Patients must not be given 
Velban unless the leukocyte count 
is at least 4,000 per cu. mm. The 
presence of bacterial infection also 
contraindicates use of the drug; 
such infections must first be 
brought under control by means 
of antiseptic or antibiotic agents. 
In patients over 65, Velban should 
be used only with the utmost cau- 
tion. 


Dosage schedule e The use of 
small amounts of Velban daily for 
long periods is not advisable; the 
recommended dosage is on a week- 
ly basis, and strict adherence to the 
schedule is very important. Because 
of variations in leukopenic re- 
sponse, it is wise to initiate therapy 
with a single intravenous dose of 
0.1 to 0.15 mg./Kg. of body weight. 
Daily leukocyte counts should then 
be made; if the count does not fall 
below 2,000 to 3,000/cumm. a 
larger dose may be given, but not 
before the count has returned to 
4,000 and not before at least 7 days 
have elapsed. Once leukopenic and 
oncolytic effect has been achieved, 
the patient can be maintained in- 
definitely with single doses every 
7 to 14 days. Maintenance dosage 
is the largest single dose which can 
be administered regularly and 
which does not reduce the leuko- 


cyte count below 3,000/cu.mm. Vel- 
ban solution is very irritating when 
injected subcutaneously; if leakage 
occurs, injection should be discon- 
tinued, and any remaining portion 
of the dose injected into another 
vein. Local injection of hyaluroni- 
dase and application of moderate 
heat to the area of leakage help 
disperse the drug and minimize dis- 
comfort and the possibility of cellu- 
litis. 


How supplied e Velban is supplied 
in sterile ampules, each contain- 
ing 10 mg. of the drug in the form 
of a lyophilized plug (No. 687). 
The ampules should be stored in 
a refrigerator to assure extended 
stability. 


Manufacturer e Eli Lilly and 
Company, Indianapolis 6, Indiana. 


References e Beer, C. T., British 
Empire Cancer Campaign, 33d 
Ann. Rep., 1955. Neuss, N., and 
others, J. Am. Chem. Soc. 81:4754, 
1959. Noble, R. L., Beer, C. T., and 
Cutts, J. H., Ann. New York Acad. 
Sc. 76:882, 1958. Hodes, M. E., 
Rohn, R. J., and Bond, W. H., Can- 
cer Res. 20:1041, 1960. Warwick, 
O. H., Darte, J. M. M., and Brown, 
T. C., Cancer Res. 20:1032, 1960. 
Hertz, R., Lipsett, M. B., and Moy, 
R. H., Cancer Res. 20:1050, 1960. 
Gorman, M., Neuss, N., and Svo- 
boda, G. H., J. Am. Chem. Soc. 
81:4745, 1959. Johnson, I. S., and 
others, Cancer Res. 20:1016, 1960. 
Cutts, J. H., Proc. Am. A. Cancer 
Res. 2:289, 1958. Noble, R. L., Beer, 
C. T., and Cutts, J. H., Biochem. 
Pharmacol. 1:347, 1958. Cutts, J. 
H., Beer, C. T., and Noble, R. L., 
Cancer Res. 20:1023, 1960. 
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PEDIATRIC PIPTAL® 
ANTIPYRETIC 


Chemistry e Pediatric Piptal solu- 
tion contains, in each 0.6 cc., ace- 
taminophen 60 mg., pipenzolate 
methylbromide (Piptal) 2 mg., and 
phenobarbital 3 mg. 


Pharmacodynamics e Piptal is a 
well tolerated anticholinergic agent 
with a minimal incidence of side 
effects. Acetaminophen is believed 
to reduce fever through specific 
action on the hypothalamus, caus- 
ing increased cutaneous blood flow 
and heat dissipation. Analgesia is 
believed to result from central de- 
pressant action. Phenobarbital is 
included to potentiate the spasmo- 
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PUPTAL 


lytic effect of Piptal and as an aid 
in minimizing convulsive tenden- 
cies associated with fever. 


Toxicology ¢ In higher doses than 
recommended in pediatrics, Piptal 
has occasionally caused constipa- 
tion with tenesmus. 


Indications e Pediatric Piptal Anti- 
pyretic is indicated for treatment 
of fever, irritability, and restless- 
ness associated with gastrointestinal 
distress in infants and children. It 
is also useful in cases where the 
analgesic effect of acetaminophen 
is desired. 


Contraindications ¢ The product 
is contraindicated in patients with 


sensitivity to phenobarbital, ace- 
taminophen, or anticholinergic 
agents, and in patients with bowel 
obstruction. 


Dosage schedule e Pediatric Piptal 
Antipyretic is administered orally, 
either directly from the dropper, or 
mixed with milk, formula, or fruit 
juice. Dosage varies with the age 
of the patient. 


How supplied e Pediatric Piptal 
Antipyretic is available only on 
prescription, and is supplied in 30- 
cc. dropper bottles, with droppers 
calibrated to deliver 0.6 cc. 


Manufacturer e Lakeside Labora- 
tories, Inc., Milwaukee 1, Wisc. 
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TANDEARIL® 


Chemistry ¢ Tandearil is a brand 
of oxyphenbutazone, with the for- 
mula 1-phenyl-2-(p-hydroxyphen- 
yl)-3,5-dioxo-4-n-butyl pyrazoli- 
dine-monohydrate. 


Pharmacodynamics Tandearil is 
designed to provide specific and 
effective inhibition or suppression 
of pain, swelling, redness, and in- 
duration resulting from inflamma- 
tory processes. The drug’s action 
does not involve pituitary-adrenal 
function and does not impair im- 
munity response. Relief of local 
pain depends on specific anti-in- 
flammatory activity and is distinct 
from central analgesic and anti- 
pyretic properties; the effects are 
usually established within 3 or 4 
days. Gastric tolerance is reported 
to be better with Tandearil than 
with the pyrazole compound from 
which it is derived. 


Toxicology « The most common 
side reactions include nausea, 
edema, and drug rash; frequently 
these effects may be avoided or 
minimized by dosage reduction, but 
in severe cases the drug should be 
discontinued. Also, when the pa- 
tient is receiving other potent 
chemotherapeutic agents, addition 
of Tandearil to the regimen may in- 
crease the possibility of toxic re- 
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actions. A full description of side 
effects, necessary precautions, and 
contraindications is contained in 
the Statement of Directions ac- 
companying the product. 


Indications e Tandearil is indicated 
in the treatment of rheumatoid ar- 
thritis, rheumatoid spondylitis, 
psoriatic arthritis, osteoarthritis, 
gout, painful shoulder, acute super- 
ficial thrombophlebitis, and severe 
forms of a variety of local inflam- 
matory conditions. 


Contraindications e Tandearil is 
contraindicated in systemic edema 
and where there is danger of cardi- 
ac decompensation, peptic ulcer, 
and renal, hepatic, or cardiac dam- 
age. It should not be used where 
there is a history of drug allergy or 
blood dyscrasia. As with all potent 
anti-inflammatory agents, Tendearil 
should never be administered casu- 
ally. 


Dosage schedule « The average 
maintenance dosage is 100 to 400 
mg. daily. 


How supplied e Tan, coated tab- 
lets of 100 mg., in bottles of 100 
and 1,000. 


Manufacturer e Geigy Pharma- 
ceuticals, Division of Geigy Chemi- 
cal Corporation, Ardsley, N. Y. 
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CAMBRIDGE CENTRAL 
MONITOR SYSTEMS 


Description e The development of 
electronic monitoring has made 
possible advanced surgical tech- 
nics and greatly reduced the mor- 
tality rate of poor-risk patients. The 
primary purpose of the Central 
Monitor System is to report patient 
status during surgery and recovery. 
The data obtained form an authori- 
tative base for clinical decisions. Al- 
though a variety of patient func- 
tions can be successfully monitored, 
the most practical central systems 
are based on relatively simple pro- 
cedures, particularly those involv- 
ing the electroencephalogram and 
the electrocardiogram. Because of 
the inherent flexibility of the Cam- 
bridge Monitor System, the user 
may specify components to monitor 
almost any vital function; for ex- 
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ample, the system may be expanded 
to include other information chan- 
nels such as blood pressure, pH, 
COs, respiration, blood oxygen, and 
temperature. The variety and com- 
plexity of phenomena observed are 
limited only by budget and space 
considerations. 

In surgical application, the cen- 
tral monitor concept is not restricted 
by the number of operating rooms, 
type of surgical procedure, the age 
or layout of hospital facilities, or 
the number of patients at any given 
time. A typical system includes a 
monitor room or control station 
plus facilities in each operating 
room to connect patients to the sys- 
tem and to observe the monitored 
data. Two-way voice communica- 
tion may be provided between 
control room and operating rooms. 
All major components of the moni- 
tor system are located in the control 


room; the control console provides 
facilities for detecting and amplify- 
ing patient functions from any 
operating room, recording or dis- 
playing the data, and returning the 
information to the operating room 
for evaluation by the surgical team. 
Selection of number and type of 
functions to be monitored is made 
at the control console; thereafter 
the system is self-operating and re- 
quires a minimum of supervision. 
Monitored function data are auto- 
matically transmitted to the proper 
operating room. No special training 
in electronics is required and the 
simple procedures are quickly 
taught to any competent personnel. 


In the recovery room after an 
operation, careful support and 
monitoring of the patient must not 
be relaxed, especially in the case 
of the elderly or poor-risk patient. 


Recovery-room equipment may 
vary in detail but usually includes 
oxygen and suction outlets for each 
bed, respirators, oxygen tents, 
cardiac pace-maker/defibrilla- 
tor, and electronic monitoring fa- 
cilities. In its simplest form, a re- 
covery room may be provided with 
a portable electrocardiograph such 
as the Cambridge Versa-Scribe; 
even this useful device, however, 
may be time-consuming and __in- 
convenient, and such deficiencies 
can be corrected by the use of a 
Cambridge Recovery Room Cen- 
tral Monitor. Here all electronic 
components are concentrated in one 
location in a unified arrangement 
with simplified controls and con- 
nections covering every station in 
the recovery room. The system is 
instantly available and can monitor 
significant functions simultaneously 
for several patients and for as long 
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as desired. Modular construction 
and plug-in components simplify 
changes and avoid costly replace- 
ment of major assemblies. 


How supplied e The manufac- 
turers will design, construct, and 
supervise installation of monitor 
systems to suit any particular re- 
quirement or hospital layout. Full 
cooperation and assistance are of- 
fered to hospital administrators, 
physicians, architects, and builders, 
in all phases of medical instrumen- 
tation. Detailed proposals and 
specifications will be submitted on 
request and will be based on the 
most advanced technics available in 
the science of patient monitoring. 


Manufacturer e Cambridge In- 
strument Company, Inc., 420 Lex- 
ington Avenue, New York 17, New 
York. 
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TEDRAL® SA 


Chemistry e Tedral SA is a sus- 
tained-action form of Tedral, a 
compound long in use for the re- 
lief of asthma. Each bi-layered tab- 
let contains 180 mg. (3 grains) of 
theophylline, 48 mg. (0.75 grain) 
of ephedrine hydrochloride, and 25 
mg. (0.375 grain) of phenobarbital. 


Pharmacodynamics e Each com- 
ponent in Tedral affects at least one 
of the pathophysiologic elements in 
bronchial asthma. Theophylline re- 
laxes bronchial smooth muscles, 
producing bronchodilation and an 
increase in the vital capacity of 
the lungs. Ephedrine, a sympatho- 
mimetic amine, promotes mucous 
drainage by its dual effect of vaso- 
constriction and_bronchodilation. 


Phenobarbital, at the dosage level 
in Tedral, decreases reflex excit- 
ability in the central nervous sys- 
tem, allaying apprehension and 
other psychogenic stimuli which 
tend to intensify or prolong asthma 
attacks. In sustained-action form, 
each tablet maintains these thera- 
peutic effects for 12 hours, except 
in extremely severe cases. Thera- 
peutic effectiveness is not dimin- 
ished by disturbing side effects. 


Toxicology e¢ Tedral SA is reported 
to be virtually without toxicity or 
untoward side effects. 


Indications e Tedral SA is indi- 
cated for patients who require con- 
tinuous medication for the preven- 
tion of asthma attacks, especially 
during periods of seasonal exacer- 
bation. 


100 Tablets 


Tedral’ SA 


Sustained Action 


Contraindications e Tedral SA 
should be used with caution in pa- 
tients with cardiovascular disease, 
severe hypertension, circulatory 
collapse, hyperthyroidism, prostatic 
hypertrophy, or glaucoma. The 
habit-forming propensity of pheno- 
barbital must also be taken into 
account. 


Dosage schedule e For adults the 
usual dose is 1 tablet on arising and 
1 tablet 12 hours later. 


How supplied e Tedral SA is avail- 
able in bi-layered coral and coral- 
flecked-white tablets, bottles of 100. 


Manufacturer e Warner-Chilcott 
Laboratories Division, Morris 
Plains, New Jersey. 
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—QURRENT LITERATURE 
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Gynecologic preblems in the adolescent 


> The necessity for more careful attention to pre- 
adolescent gynecologic problems as an aid to un- 
derstanding the problems of adolescence is stressed 
by Hugo C. Baum, M.D., in The Medical Clinics 
of North America, January 1961. The physical and 
mental development which occurs during adoles- 
cence has begun years earlier, and if we are to 
have a healthy adult population the concepts of 
preventive medicine must be applied to young 
children. Although the value of routine physical 
examinations in ascertaining normal development 
is fully appreciated, too often the examination of 
the female child neglects one of her most important 
organ systems, the reproductive tract. Lack of 
instruction in the medical schools and in graduate 
training accounts for the common failure to appre- 
ciate the ease with which the pelvis of the female 
child can be examined. The confidence and under- 
standing of the child, coupled with the gentleness 
of the examiner, obviate the need of anesthesia in 
most cases; occasionally a gas anesthetic may be 
necessary. The examination should always be pre- 
ceded by a careful history and general physical 
examination. Common problems involving the geni- 
talia include conditions resulting from neglected 
hygiene, vaginal discharge such as most often sig- 
nifies the presence of a foreign body in the vagina, 
and trauma incurred through accidents in normal 
play. 

In the adolescent girl, abnormal uterine. bleed- 
ing may occur from any of the causes that have 
been defined in the mature woman. Therefore an 
evaluation of the pelvis is just as important during 
adolescence as it is later on. Some good results 
have been obtained with cyclic estrogen and pro- 
gesterone therapy; ergotrate and syntocin, by in- 
creasing uterine muscle tone, may be of temporary 
value. Thyroid extract, when a deficiency is indi- 
cated, is of definite value in controlling irregular 
bleeding, and nutritional factors have an important 
bearing. Precocious bleeding (menarche before the 
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age of 10) may be considered hereditary if all 
physical findings are normal. Pregnancy must be 
considered in the diagnosis of amenorrhea or ab- 
normal bleeding. In this connection, the physician 
may need to be ready to assist in the rehabilitation 
of adolescent mothers and in the strengthening of 
moral values when other agencies have failed. 
Ovarian tumors may develop during adolescence, 
but are often missed because of the general re- 
luctance to perform pelvic examinations in the 
young. Ruptured Graafian follicle may be mistaken 
for appendicitis; often the diagnosis can only be 
made by operation. And lastly, true and pseudo 
hermaphrodism must be recognized early so that 
appropriate study and treatment may be carried 
out in a hospital or clinic equipped for adequate 
handling of the problem. 


Follow-up survey of clubfoot 


> Plaster-cast treatment of clubfoot brought good 
results in a high percentage of the cases reviewed 
by G. Dean MacEwen, M.D., Daniel J. Scott Jr., 
M.D., and A. R. Shands Jr., M.D., as reported in 
the Journal of the American Medical Association, 
February 11, 1961. The authors conclude that plas- 
ter therapy should be started with the earliest sign 
of recurrence, and may benefit the older child if 
a true recurrence is represented instead of a re- 
sidual deformity. Night splints are very important 
in minimizing and preventing a recurrence, but will 
not correct a residual deformity or significantly 
decrease an already present recurrence. 

The study included all cases of clubfoot in chil- 
dren treated at the Alfred I. du Pont Institute from 
the time of its opening in 1940 until January 1960. 
There were 149 cases of clubfoot, not including 
those of arthrogryposis or of neurologic origin; 88 
cases were bilateral. This report includes the 62 
patients who are now over 5 years old and who 
returned for clinical and roentgenologic evaluation. 
In 34 patients both feet were involved, making a 
total of 96 cases of clubfoot. It was found that 
treatment had varied considerably in the older 
patients (over 15 years). Twelve of the 19 patients 
had had repeated manipulations; in infancy, Denis 
Browne splints had frequently been used to correct 
the equinus after plaster casts had been used to 
correct the forefoot adduction and the heel varus. 
In younger patients the treatment had been pat- 
terned almost exclusively after the Kite multiple- 
cast technic. Surgical procedures involving the soft 
tissues were performed in 32 cases. Analysis of the 
results after 5 years or more showed that good or 
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excellent results could be expected with plaster 
treatment and supplementary soft-tissue surgery, 
even though three or four series of plaster casts 
might be necessary. The temptation to manipulate 
a clubfoot should be resisted; at present this is done 
most often at the time of soft-tissue releases, and 
care should be taken not to force the foot into the 
corrected position. It was apparent from the studies 
that as soon as loss of dorsiflexion or appearance of 
varus of the heel is noted, the feet should be re- 
turned immediately to plaster casts, to avoid rapid 
recurrence of the abnormality. 


Hyperparathyroidism: Case in which 
parathyroid adenoma presented primarily 
with profound muscular weakness 


> Although muscular weakness is not a common 
manifestation of hyperparathyroidism, it occurs of- 
ten enough to be of value in the diagnosis, accord- 
ing to a report by Thomas R. Murphy, M.D., Wil- 
liam H. ReMine, M.D., and Mahlon K. Burbank, 
M.D., in the Proceedings of the Staff Meetings of 
The Mayo Clinic, October 26, 1960. In the case 
reported, severe weakness was the chief symptom; 
at the time of the patient’s admission to the Clinic 
he was unable to walk and scarcely able to move 
his arms. Although there was evidence of a focal 
neurologic lesion in the cervical spine, with a his- 
tory of trauma, a diagnosis of primary hyperpara- 
thyroidism was clearly indicated by bony changes 
in the hands, urinary symptoms, and abnormal con- 
tent of calcium in the serum. Electromyography did 
not demonstrate specific abnormality, and it was 
felt that the muscular weakness stemmed almost 
entirely from the metabolic abnormalities. Surgical 
exploration disclosed a large adenoma of the para- 
thyroid gland, as well as bilateral nodular enlarge- 
ments of the thyroid gland. The tumor was dis- 
sected out and bilateral partial thyroid lobectomy 
was done. The patient began to notice a slight 
increase in strength on the second day after the 
operation, and he was walking when he left the 
hospital about 10 days later. At this time the blood 
calcium level had dropped below normal, and the 
patient was advised to take 10 drams of calcium 
lactate daily. His recovery was complete and last- 
ing. In the authors’ opinion. the possibility of hy- 
perparathyroidism must be borne in mind in cases 
marked primarily by muscular weakness, with other 
conditions less clearly apparent. 


Small bowel rupture from 
abdominal blows 


> The frequency of rupture of the small bowel 
with nonpenetrating abdominal trauma is re-em- 
phasized by Harry Perelman, M.D., in California 
Medicine, January 1961. Two cases are reported, 
one involving a 5-year-old boy and the other a mid- 
dle-aged man. All patients with a history of ab- 
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dominal trauma should be closely observed up to 
48 hours, with repeated examinations of the ab- 
domen, pulse, blood pressure, respiration, and 
hemoglobin and leukocyte values. There may be a 
high coincidence of other severe injuries, and such 
complications greatly increase the difficulty of eval- 
uating an abdominal lesion requiring immediate 
operation. 

Perforation of the bowel can result from injuries 
of the crushing, bursting, or tearing type; the symp- 
toms are those of peritoneal irritation. Surgical 
treatment is mandatory as soon as the diagnosis 
is made. The mortality rate increases with length- 
ening of time between rupture and operation, and 
the rate for jejunal perforations is twice that for 
ileal perforations. Intestinal decompression and 
administration of antibiotics should be carried out 
together with indicated fluid replacement, to pre- 
pare the patient for operation. Spinal anesthesia 
has been reported the most successful method. At 
operation, thorough exploration of the abdomen is 
important in order to discover multiple perforations 
and other intra-abdominal injuries. 


The ingested foreign body 


> A review of clinical experience with respect to 
evaluation of and treatment for the presence of for- 
eign bodies in human subjects is presented by 
George N. Scatchard, M.D., Diana O. Duszynski, 
M.D., Richard W. Munschauer, M.D., and Y. 
Ramon Perez, M.D., in the New York Journal of 
Medicine, January 15, 1961. Three sources of infor- 
mation contributed to this report: a chance obser- 
vation of the effects of iodinated oil during fluoros- 
copy, a review of 600 cases seen at Buffalo Children’s 
Hospital, and a detailed study of selected patients 
who had unusual delay in eliminating the foreign 
body from the digestive tract. 

The fluoroscopic observation prompted the use 
of an oily medium to dislodge foreign bodies from 
the esophagus and facilitate passage into the stom- 
ach. Now the authors routinely give one-half to 
one ounce of mineral oil to patients with a foreign 
body lodged in the esophagus. The review of cases 
showed that the foreign object usually is found in 
the esophagus, the stomach, or the large bowel. 
Occasionally it will be found in the duodenum and 
lower small bowel; the latter situation is of special 
consequence to the authors and will be dealt with 
in a future report. The authors conclude that the 
ingested foreign body presents no immediate seri- 
ous threat to the patient. If oil fails to dislodge 
the object from the esophagus, endoscopy is per- 
formed, and the delay is not detrimental. When the 
object is in the stomach, as much as a month may 
be allowed for it to pass spontaneously; if it re- 
mains in the stomach longer, however, one should 
suspect a possible anomaly. When the object has 
passed the pylorus, its progress should continue 
unless it is too long to pass through the short arc of 
the duodenum. In such cases the object should be 


cemoved after a few days. Objects beyond the duo- 
denum which remain in one area indicate an under- 
lying anatomic anomaly needing correction. Objects 
in the rectum should be permitted to pass without 
digital interference, to avoid perforation. 


Twenty-four years of experience 
with elective gastric resection 
for duodenal ulcer 


> The most controversial aspects of partial gas- 
trectomy are highlighted in this report by Harold 
D. Harvey, M.D., in Surgery, Gynecology, and Ob- 
stetrics, February 1961. In order to reduce current 
confusion, if possible, and avoid further clouding 
of the subject, the author refrained from publishing 
results of his experience until enough patients had 
been followed long enough to justify drawing con- 
clusions. The report covers 1,488 patients who un- 
derwent elective partial gastrectomy for duodenal 
ulcers, with or without accompanying gastric ulcers, 
during the years 1936 to 1957 inclusive. Their fol- 
low-up status is reported as of 1959. Twenty-four 
patients died in the hospital after operation. The 
remaining 1,464 were classified in four groups, 
chronologically, for the purposes of this report. 
Nearly all of the first group, numbering 296 pa- 
tients, underwent Polya or Balfour modifications 
of the Billroth II procedure, the extent of resection 
not exceeding 50 per cent. In the second group, 192 
patients, 14 per cent underwent Polya resections 
and the rest Hofmeister resections. All of the third 
group, 506 patients (from 1949 to 1953), underwent 
Hofmeister procedures; these patients were oper- 
ated on during the years when resection of at least 
two-thirds to three-fourths of the stomach was the 
objective. Toward the end of this period 35 patients 
underwent vagectomy at the time of gastrectomy, 
but without reduction in extent of resection. The 
fourth period, covering 470 patients, was marked 
by an increasing return to the practice of resecting 
50 per cent or less and by the more frequent use 
of vagectomy and the occasional use of Billroth I 
anastomoses. As of early 1960, the proportion of 
cases lost to follow-up averaged less than 4 per cent. 

Results of treatment are discussed with regard 
to the immediate postoperative death rate, the late 
death rate, the effect of type of anastomosis, extent 
of resection, and vagectomy on incidence of mar- 
ginal ulcers and on dumping and nutrition, and 
finally the clinical appraisal of the patients, during 
the follow-up period. The most striking advance 
appearing during the 24-year period is the reduction 
in hospital mortality from 4 to 1 per cent, the latter 
rate having been maintained for the past 14 years. 
Selection of cases is not a factor in this reduction 
in mortality. The incidence of marginal ulcers can 
apparently be reduced from about 8 to less than 
2 per cent by adding subdiaphragmatic vagectomy 
to the resection, although vagectomy should not 
be attempted if it adds appreciably to the operative 
risk. In this series, vagectomy has rarely been linked 
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with undersirable sequelae of more than minor 
consequence and does not appear to influence the 
incidence of nutritional or dumping problems. Re- 
sections of more than 40 to 50 per cent of the 
stomach are to be avoided. During the extensive 
period of trial given to higher resections, severe 
dumping and nutritional difficulties were increased, 
and the incidence of marginal ulcers was not re- 
duced. Vagectomy offers surer and less harmful 
protection. The significance of the dumping prob- 
lem centers about the 1 or 2 per cent of patients 
who were severely affected. Although these patients 
are currently treated as symptoms appear, it is 
believed that methods can be evolved for identify- 
ing them before selecting their surgical treatment. 
Regarding nutrition, the most important influence 
apparently is the nature of the patient with respect 
to habitus, psychic state, environmental pressures, 
general health, and sex. The size of the resection 
also controls the patient’s ability to maintain weight. 
The type of anastomosis that is performed is rela- 
tively unimportant provided it can be used safely 
in relation to the type of ulcer being treated. 


Stable bronchogenic carcinoma 


> A plea for histologic diagnosis of all persistent 
but apparently static pulmonary lesions is made 
by Richard K. Hughes, M.D., and Brian Blades, 
M.D., in Postgraduate Medicine, December 1960. 
An alarming belief is prevalent that pulmonary 
lesions which do not enlarge in months or years 
are benign. Actually, in a significant number of 
reported cases such lesions have begun to grow 
rapidly after periods of as long as 8 years, and 
have been found to represent primary malignant 
tumor. The authors report five cases in which non- 
calcified intrapulmonary opacities remained con- 
stant in size for an average of 3% years; in each case 
the lesion was found to be malignant. Three of the 
patients died of lung cancer; one patient is thought 
to have been cured by surgical treatment; the fifth 
patient has remained well since the operation but 
is thought to have residual metastatic carcinoma of 
the lung. In the authors’ opinion, this patient and 
the three who died might have been cured if an 
operation had been performed early in the course 
of the disease. 

Although most radiopaque lesions of the lung 
that remain the same size for long periods are 
benign, and many malignant lung tumors enlarge 
and spread rapidly, an unknown percentage of 
malignant tumors also remain quiescent and con- 
stant in size for a relatively long time. Therefore 
all radiopaque lesions of the lung that persist for 
months or years should be subjected to histologic 
diagnosis, except in the case of a radiopaque lesion 
that is completely calcified or contains laminations 
of calcium. Partial calcification, however, cannot be 
relied on as proof that the tumor is benign. Positive 
skin tests for the various granulomas also cannot 
substitute for microscopic examination. Any pro- 
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gram of “watchful waiting” or “planned procrasti- 
nation” in a case in which a radiopaque lesion of 
the lung is not completely calcified or does not 
contain laminations ot calc1um must be questioned 
on the basis of the evidence that is presented in 
this article. 


The problem of the primary curve 


> Confusion caused by misuse of the terms pri- 
mary curve and secondary curve has brought the 
need for a re-evaluation of concepts of scoliosis, 
according to a report by John R. Cobb, M.D., in 
The Journal of Bone and Joint Surgery, December 
1960. Ferguson’s concept of a primary curve was 
the first important step in the solution of the prob- 
lem of scoliosis; however, many orthopedists seem 
not to understand the concept. The normal spinal 
curves in the anteroposterior plane of the erect 
spine may be used as a basis for defining three 
types of lateral curves: 1. A structural curve is 
one with structural changes in bone, nerve, muscle, 
or other tissues, and one which the patient cannot 
correct and maintain correct in the erect position. 
2. A functional curve is one without structural 
changes that results from the normal angulation 
between vertebrae; the patient can correct it and 
maintain the correction when erect. 3. A combined 
structural-functional curve has both structural and 
functional characteristics and can be partly cor- 
rected by the patient. Both types of curves have 
definite characteristics easily noted on a single 
erect anteroposterior roentgenogram; the cardinal 
signs of a structural curve are abnormal wedging, 
angulation, rotation, or position of the vertebrae 
in the curve. Keeping in mind the characteristics 
of a normal functional curve, and observing the 
relative amount of abnormal change, the physician 
can readily determine which curves shown on the 
roentgenogram are major structural (primary), 
functional (secondary), minor structural, or a 
combination of types. Roentgenograms of the spine 
bent to either side or in the sitting position with 
the pelvis tilted are helpful before arthrodesis in 
deciding how much the opposite curves will reduce 
and how much the major curve may be reduced 
without loss of balance. 

Since there are multiple curves in most patients 
with scoliosis, it is suggested that the terms struc- 
tural and functional replace primary and secondary, 
as being less likely to lead to misuse and confusion. 
There are very few pure functional curves; most 
spinal curves show either major or minor structural 
changes. Thus a common triple-curve pattern could 
be described as a single major structural curve with 
minor structural curves above and below. Another 
problem could be described as double major struc- 
tural curves with minor structural or functional 
curves above and below. In scoliosis it is important 
to estimate the relative structural changes in the 
curves and the resultant displacement of the head 
from its central spinal axis. 
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Lead encephalopathy simulating subdural 


hematoma in an adult 


> The fact that lead encephalopathy still occurs 
occasionally in adults and that it may resembie 
more common neurologic diseases is emphasized by 
Joseph W. Hess, M.D., in The New England Journal 
of Medicine, February 23, 1961. A case is reported 
in which a 40-year-old man was admitted to the 
hospital following a convulsive seizure that had 
occurred after 2 days of headache which apparently 
had resulted from a fall from a ladder. There was 
a history of heavy alcohol intake, but no further 
details of the history could be obtained at that time. 
The early part of the patient’s course was charac- 
teristic of that often seen with subdural hematoma, 
and at the time of arteriography it was expected 
that such a lesion would be found over the right 
cerebral hemisphere. When no intracranial lesion 
was found, attention was directed to the possibility 
of lead exposure; in a lucid interval after his ad- 
mission to the hospital the patient had reported 
his recent work with lead and old batteries. Results 
of appropriate diagnostic studies then made the 
diagnosis of lead intoxication seem reasonably cer- 
tain, and EDTA therapy led to the patient's re- 
covery. Whether there was more than a coincidental 
relation between the alcoholism, minor head injury, 
and time of appearance of encephalopathy is a 
matter of speculation. Alcohol could conceivably 
lower the threshold for convulsions due to plumbism 
as well as other causes, and certainly alcohol can 
mask the symptoms and delay the diagnosis of 
lead encephalopathy. The relative rarity of this 
condition in adults and nonspecificity of the cerebral 
symptoms make it an easily missed diagnosis, par- 
ticularly when a history of recent severe exposure 
to lead is not readily available. Since effective treat- 
ment is available, it is important that the diagnosis 
be suspected and confirmatory steps be taken when- 
ever there are signs and symptoms of brain disease 
of obscure origin. 


Effect of induced arteriovenous fistula 
on leg length: 10-year observations 


P Observations of the effect of arteriovenous fistu- 
la on leg length in children are reported by Joseph 
M. Janes, M.D., and W. Kenneth Jennings Jr., M.D., 
in the Proceedings of the Staff Meetings of The 
Mayo Clinic, January 4, 1961. The report deals with 
53 patients in whom an arteriovenous fistula was 
induced in a shortened leg. Since only 14 of the 
fistulas have since been repaired, the observations 
are necessarily of a preliminary nature. Final assess- 
ment of the method may indicate that the technical 
difficulty of closing the fistula renders the method 
unjustifiable, considering the amount of lengthening 
that can be expected. In the 14 patients whose fistu- 
las have been closed, the leg lengths became equal 
in 4, the discrepancy was reduced in 4, and the 
discrepancy was increased in 6. 


Experimental work had indicated that leg length 
could be increased in immature dogs by induction 
of an arteriovenous fistula between the external iliac 
vessels. The procedure was then applied to 53 chil- 
dren whose legs were unequal in length as a result 
of anterior poliomyelitis (39 cases), congenital 
shortening (10 cases), radium-therapy effect on 
epiphysis (1 case), birth fracture (2 cases), or 
trauma to epiphysis (1 case). In every case both 
the femur and the tibia were shortened as compared 
to the opposite side. In 11 cases the creation of 
the fistula has been too recent to allow evaluation. 
Of the other 42, 72 per cent showed either a de- 
crease or no change in the discrepancy in length of 
the legs and 28 per cent showed an increase in the 
discrepancy. Observations of heart size were made 
roentgenographically every 3 to 6 months; to date, 
none of the fistulas have had to be repaired because 
of cardiac complications. Spontaneous closure of 
the fistula has complicated 2 cases; in each case a 
new fistula functioned satisfactorily. The maximal 
amount of discrepancy that has been overcome over 
a 4-year period has been 4 cm. Most patients have 
experienced some enlargement of the circumference 
of the leg on the side of the fistula, and in several 
cases, prominent veins have appeared. 

It would appear that such a fistula should pref- 
erably be induced between the ages of 8 and 10, 
and that it should be allowed to remain 4 to 6 years, 
provided there are no cardiac or local indications 
for its closure. 


Prolapse of the mucosa at the 
esophagogastric junction 


> The frequent overlooking of a supposedly rare 
condition is re-emphasized by Alfred A. de Lori- 
mier, M.D., and James P. Warren, M.D., in The 
American Journal of Roentgenology, Radium Ther- 
apy, and Nuclear Medicine, December 1960. The 
authors analyze four cases of prolapse of the mucosa 
at the esophagogastric junction and review reports 
published by other authors. The following conclu- 
sions are drawn: 1. Recognition of this condition 
is important because the prolapse may be due to 
associated inflammatory disease or neoplasm; more- 
over, if the physician centers his attention on co- 
existing peptic ulcer to the degree that prolapse at 
the esophagogastric junction is ignored, grave errors 
in surgical judgment may result. 2. The direction of 
prolapse may be “prograde” or “retrograde,” and 
either type may produce clinical signs. 3. Meticu- 
lous roentgenoscopic studies including spot roent- 
genography of the esophagogastric junction, together 
with greater use of esophagoscopy, should serve to 
identify this condition more often. 4. Prograde fixa- 
tion of the mucosal folds may defy distinction of 
prolapse from neoplasm at the fundus of the stom- 
ach, so that surgical exploration may be required; 
the surgeon should be alert to the possibility of 
prolapse so that he may evaluate redundancy or a 
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freely gliding mucosa. 5. Retrograde prolapse may 
be mistaken for a “sliding hiatal hernia” and un- 
necessary surgery thereby encouraged. Clinical dis- 
turbances are definitely associated with prolapse, 
and each case warrants deliberative analysis and 
differential considerations. 


On managing adolescents 


> Advice for physicians who are called on to coun- 
sel parents on the management of their children 
is offered by A. H. Chapman, M.D., in the Journal 
of the American Medical Association, December 10, 
1960. Adolescence is not only the period of greatest 
emotional and socio-economic change in an indi- 
vidual, but also the period of most rapid and ex- 
tensive physical changes. The physician can make a 
contribution to resolving the problems of adoles- 
cence and preventing delinquency by being better 
equipped to talk with parents who bring their 
troubled children to his office. 

The gradual progress of the adolescent toward 
independence emotionally, socially, and econom- 
ically is the first of two major areas of adolescent 
development; the second is the proper channeling 
and management of sexual urges. Recognition of 
these comprehensive categories will enable the phy- 
sician to help establish orderly areas of adjustment 
among the confused developmental problems which 
are brought to his attention. The author discusses 
in detail the following practical rules for parents: 
1. Couple a restriction with a privilege; 2. couple 
a liberty with a responsibility; 3. couple a compli- 
ment with a criticism; 4. talk with adolescents and 
spend time with them; 5. give the adolescent space 
and privacy; 6. link the adolescent's demands to 
his earning capacity; 7. give the adolescent praise 
and reassurance. It is important that parents not 
underestimate the strength of the feelings and emo- 
tions of adolescents, and especially important that 
they not withhold steadfast love and reasonable 
discipline. 


Noninfectious arthritis 
in small bones and joints 


> A discussion in outline form of the various types 
of arthritis involving the small bones and joints is 
presented by Russell F. Scalf, M.D., and Ji-Toong 
Ling, M.D., in the Archives of Internal Medicine, 
January 1961. The problem of differential diagnosis 
of arthritis becomes more difficult when the princi- 
pal changes are found only in small bones and 
joints; in this discussion, emphasis is placed on the 
radiographic changes that are most significant in 
the more common types of noninfectious arthritis. 
It is pointed out that in osteoarthritis, new bone 
formation and sclerosis are essential features which 
do not occur in other forms of arthritis except as 
a “mixed type.” In rheumatoid arthritis the early 
changes are specific and easily recognized; they 
include demineralization, periarticular swelling, and 
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erosion of articular margins. The later stages are 
more difficult to recognize, especially when over- 
laid by osteoarthritic changes. The most important 
late changes are complete bony ankylosis of affected 
joints, extreme demineralization, and flexion or val- 
gus deformities. Psoriatic arthritis is differentiated 
from rheumatoid by the absence of pain and sub- 
cutaneous nodules, the presence of psoriatic nail 
involvement, the predilection for the terminal inter- 
phalangeal joints, the extreme degree of mutilation 
resulting in “pencil pointing” of affected bones, and 
the eventual widening of joint spaces. In differenti- 
ating gouty from rheumatoid arthritis, the lack of 
demineralization is important, and the subarticular 
“punched out” lesions in gout are rather specific 
in location and appearance. With the formation of 
large urate deposits in the later stages, the radi- 
ologic changes become quite specific. Boeck’s sar- 
coid is not readily confused with other conditions 
because the joints usually remain normal and the 
osseous changes are rather specific. The combina- 
tion of pseudocyst formation, trabecular destruc- 
tion, and cortical absorption may eventually com- 
pletely dissolve a portion of a phalanx, and this 
appearance is almost pathognomonic. 

Attention is called to the “occupational” type of 
osteoarthritis, a less common form which is seen 
in persons whose occupation causes a particular 
joint, almost always in the hands, to be subjected 
to repeated and unusual trauma. The authors also 
emphasize that the arthritis associated with psoria- 
sis should be considered a separate clinical entity, 
on the basis of the specific radiographic changes. 


Prognosis of fractures of the acetabulum 


> The suggestion that the current pessimistic out- 
look among surgeons regarding fractures of the 
acetabulum may not be justified is offered by Carter 
R. Rowe, M.D., and J. Drennan Lowell, M.D., in 
The Journal of Bone and Joint Surgery, January 
1961. It is possible that the prognosis has been 
colored by the type of patients with acetabular 
fractures who are referred to large clinics and 
general hospitals; they are likely to be those whose 
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injuries are especially serious, or who have not 
responded well to treatment elsewhere, or who 
enter the larger hospital for reconstructive pro- 
cedures for old fractures. This report is intended 
to present a more representative account of this 
injury by reviewing all acetabular fractures initially 
treated at one hospital. The study includes 93 
acetabular fractures in 90 consecutive patients. The 
youngest patient was 9 and the oldest 82. In follow- 
up studies, no patient was evaluated less than a 
year after injury, and the longest follow-up period 
was 27 years. The fractures were classified as un- 
displaced, posterior, inner-wall, and superior or 
bursting fractures. The prognosis would be different 
in the different types of fracture, but in general 
the prognosis was found to be more favorable than _ 
might have been expected from reports in the liter- 
ature. Over-all results in the 93 fractures were 
rated good or excellent in 80 per cent of the cases. 
The outcome of the hip appeared to depend pri- 
marily on the condition of the dome or weight- 
bearing portion of the acetabulum, the condition 
of the femoral head, the adequacy of the reduction 
of the dislocation, and the stability of the joint 
after treatment. The clinical and roentgenographic 
findings in the affected hips one year after injury 
were found to be a most reliable guide to the 
ultimate prognosis of the hip, since definite changes 
were noted at that time in those hips that deterio- 
rated. 

In discussing the report, Dr. Marcus J. Stewart 
emphasized that the real problems in fractures of 
the acetabulum result from severe trauma to the 
posterior and superior acetabular support and to 
neglected or prolonged displacement of the femoral 
head. He also suggested that a major factor in 
improvement of the hip might be the increase in 
strength and function of the muscles controlling 
the joint. Dr. Carl E. Badgley confirmed the authors’ 
findings regarding the successful results obtained 
from conservative therapy such as simple traction, 
when prompt surgical intervention is not indicated. 
He reported his technic of lateral roentgenography 
of the pelvis with the affected hip down, as an 
aid to determining extent of displacement of the 
femoral head. 


BOOK REVIEWS 


>» Books for review which were received during the period 
from March 5 to April 5 are listed on advertising pages 
A-168, A-174, and A-177. Reviews of these books will be 
published as space permits. 


> PRACTICAL NEUROLOGICAL DIAGNOSIS. With 
Special Reference to the Problems of Neurosurgery. By R. 
Glen Spurling, M.D., Professor of Neurosurgery, University 
of Louisville School of Medicine, Louisville, Kentucky. 
Ed. 6. Cloth. Pp. 284, with illustrations. Price $6.75. Charles 
C Thomas, Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


In the course of the past 25 years this has become 
a basic textbook on the art of diagnosing organic 
dysfunction of the central nervous system. Based 
solidly on the original outline of clinical neurologic 
examination developed by the author’s teacher, 
Harvey Cushing, the text has grown with the 
growth of neurology itself. 

As neurology grew, however, certain specialized 
diagnostic technics not of a truly clinical nature 
were developed, which were included in succeeding 
editions of the text. Until this sixth edition the 
text had become fragmented into clinical diagnosis, 
plus the technics of myelography, pneumoencepha- 
lography, ventriculography, cerebral angiography, 
electroencephalography, and examination of cere- 
brospinal fluid. 

Dr. Spurling has now purged the volume of all 
the ancillary technics save the chapter on the cere- 
brospinal fluid. The author explains in his preface 
that students “are often more interested in these 
auxiliary diagnostic tools than they are at trying 
to arrive at a clinical diagnosis . . . by simple histo- 
ry-taking and by physical and neurological exami- 
nation.” 

Comparing this latest revision with my copy of 
the fourth edition, I note several new (and wel- 
come) drawings of the cerebral cortex, cerebellum, 
and spinal cord, and that three new photographs 
are included. Many of the older illustrations have 
been rearranged so as to follow the revisions and 
elaborations of the text, and, it seems to me, they 
are more sharply reproduced. 
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This is, as its title indicates, not a book on treat- 
ment. But, for the general practitioner who needs to 
learn or review the basic principles of neurophysi- 
ology and neuroanatomy and how to apply them 
in diagnosis, this is a solid, dependable book. 

H. G. Grarncer, D.O. 


> CARDIAC RESUSCITATION. Edited by J. Willis Hurst, 
M.D., Professor and Chairman, Department of Medicine, 
Emory University School of Medicine, Atlanta, Georgia. 
Cloth. Pp. 142, with illustrations. Price $5.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960. 


In October 1958 a symposium to discuss the prob- 
lems of cardiac resuscitation was held at the Grady 
Memorial Hospital in Atlanta, Georgia. The results 
of this panel symposium are produced in this small 
monograph. 

Eight authorities contributed to this panel. Your 
reviewer felt and still feels that the most important 
aspects of this problem, aside from the actual tech- 
nic of resuscitation, is the question: Who should 
be resuscitated? An important aspect of this ques- 
tion is the viewpoint of the theologian. One can 
also read in this monograph the opinions of the 
cardiologist, neurologist, surgeon, anesthesiologist, 
and lawyer. 

This book is recommended to all those who may 
be called upon to handle the problem of cardiac 
resuscitation in their daily work. 

A. A. GoipeEn, D.O. 


®» FACTORS CONTROLLING ERYTHROPOIESIS. By 
James W. Linman, M.D., Assistant Professor of Medicine, 
Northwestern University Medical School; Chief of the 
Hematology Section, Veterans Administration Research Hos- 
pital, Chicago, Illinois; and Frank H. Bethell, M.D., Profes- 
sor of Internal Medicine and Director of the Thomas Henry 
Simpson Memorial Institute for Medical Research, University 
of Michigan, Ann Arbor, Michigan. Cloth. Pp. 208, with 
illustrations. Price $8.25. Charles C Thomas, Publisher, 301- 
327 East Lawrence Avenue, Springfield, Illinois, 1960. 


This is a special book which will appeal to a very 
small group of practitioners and research workers in 
hematology. The monograph reviews the factors 
controlling erythropoiesis with extensive review of 
the literature and reference to the findings in the 
experiments carried out by the authors. 

The presence of an erythropoietic factor is dis- 
cussed; possible modes of action of this factor are 
considered; and the experimental data supporting 
these opinions are reviewed. 

Swney J. Katz, D.O. 
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> FRACTURES, DISLOCATIONS AND SPRAINS. By 
Philip Wiles, M.S. (Lond.), F.R.C.S. (Eng.), F.A.C.S., 
Honorary Consultant Orthopaedic Surgeon, The Middlesex 
Hospital; past president, The British Orthopaedic Associa- 
tion, The Orthopaedic Section, The Royal Society of Medi- 
cine; and The Orthopaedic Section, The British Medical 
Association; Corresponding Member, The American Ortho- 
paedic Association; formerly, Hunterian Professor, The Royal 
College of Surgeons of England; Lecturer in Orthopaedic 
Surgery, The University of London; Brigadier, Consultant 
Surgeon in the Army; British Treasurer, The Journal of Bone 
and Joint Surgery. Cloth. Pp. 67, with illustrations. Price 
$7.50. Little, Brown and Company, 34 Beacon Street, Boston 
6, 1960. 


This book originates from a series of large display 
cards which were prepared for a teaching display 
in the orthopedic and fracture department of the 
Middlesex Hospital. They have been expanded sev- 
eral times over and introductory pages have been 
added; however, most of the book still consists of 
drawings and roentgenograms illustrating the mech- 
anisms of fractures, dislocations, and sprains. The 
book would be useful as a teaching instrument or 
for a general review of basic orthopedic principles. 


> VIRAL INFECTIONS OF INFANCY AND CHILD- 
HOOD. A Symposium of the Section on Microbiology, The 
New York Academy of Medicine. Edited by Harry M. Rose, 
M.D., John E. Borne Professor of Medical and Surgical Re- 
search, College of Physicians and Surgeons, Columbia Uni- 
versity. Cloth. Pp. 244, with illustrations. Price $8.00. Paul 
B. Hoeber, Inc., 49 East 33rd Street, New York 16, 1960. 


This book is composed of the proceedings of the 
Tenth Annual Symposium of the Section on Micro- 
biology, which met jointly with the Section on Pedi- 
atrics, both of the New York Academy of Medicine. 
There are thirty-four contributors to this book, 
which is better organized than most symposium 
proceedings. Only a part of the book is clinical in 
orientation; there is considerable emphasis on basic 
research. Particular attention is given to the ECHO 
and the Coxsackie viruses in their various relation- 
ships to disease patterns. There are also discussions 
on influenza and respiratory disorders as well as 
such diseases as varicella, measles, and hepatitis. 
The participants are for the most part noted author- 
ities in their fields and, although no conclusive 
findings can be presented on this subject at this 
time, the symposium presents a good summary of 
available information to date. 


> THE INTESTINAL TRACT. Structure, Function and 
Pathology in Terms of the Basic Sciences. By Richard Paul 
Spencer, A.B., M.A., M.D., Helen Hay Whitney Research 
Fellow in the Department of Biological Chemistry, Harvard 
Medical School; formerly, Assistant Director of the Radioiso- 
tope Laboratory and Radioisotope School, National Naval 
Medical Center, Bethesda, Maryland. Cloth. Pp. 411, with 
illustrations. Price $12.75. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1960. 


The function of this book, which appears in a some- 
what crowded field, is to make available in one 
source the basic information as it is interpreted 
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through recent literature. Section one deals with 
the intestinal tract and methods for study of the 
intestine; section two with normal intestinal func- 
tion and its modifiers; and section three contains 
a discussion of disorders of intestinal function. The 
book is not primarily intended for “bedside medi- 
cine,” but is rather a reference for clinical studies 
and an introduction to pertinent current literature, 


> OCCUPATIONAL DISEASES AND INDUSTRIAL 
MEDICINE. By Rutherford T. Johnstone, M.D., Consultant 
in Industrial Medicine; Clinical Professor of Preventive Med- 
icine and Public Health and Clinical Professor of Medicine, 
University of California at Los Angeles; and Seward E, 
Miller, M.D., Director, Institute of Industrial Health; Pro- 
fessor of Medicine, Medical School; Professor of Industrial 
Health, School of Public Health, University of Michigan, 
Ann Arbor. Cloth. Pp. 482, with illustrations. Price $12.00. 
W. B. Saunders Company, West Washington Square, Phila- 
delphia 5, 1960. 


This book is a text for the student or practicing 
physician concerned with industrial medicine. The 
first section provides a broad survey of the field and 
includes chapters on physicians’ relations with in- 
dustry and other members of the occupational health 
team, insurance as it enters into industrial medicine, 
man’s adaptation to industrial life, placement of the 
handicapped in industry, and the diagnosis of the 
occupational diseases. The second part is devoted 
to specific occupational diseases. These include 
noxious gases, aliphatic hydrocarbons, halogenated 
hydrocarbons, aromatic hydrocarbons and deriva- 
tives, the pneumoconioses, infectious occupational 
diseases, metals and metalloids, occupational can- 
cer, synthetic resins and plastics, propellants, fuels, 
and oxidizers, pesticides, physical agents, and ioniz- 
ing radiations. An additional help for the physician 
is a glossary which describes the meanings of com- 
mon industrial terms which the patient-worker may 
use to describe his injury or illness. There is also 
a table of threshold limit values as adopted by the 
American Conference of Governmental Industrial 
Hygienists. The book is quite complete, easily 
readable, and a handy reference. 


> A PRIMER OF ELECTROCARDIOGRAPHY. By 
George E. Burch, M.D., F.A.C.P., Henderson Professor of 
Medicine, Tulane University School of Medicine; Physician- 
in-Chief, Tulane Unit, Charity Hospital; Consultant in 
Cardiovascular Diseases, Ochsner Clinic, Ochsner Founda- 
tion Hospital, Veterans Administration Hospital; Visiting 
Physician, Touro Infirmary; Consultant in Medicine, Hotel 
Dieu, Illinois Central Hospital, New Orleans; and Travis 
Winsor, M.D., F.A.C.P., Assistant Clinical Professor of Medi- 
cine, University of Southern California Medical School; 
Director, Heart Research Foundation, Los Angeles; Junior 
Attending Physician, Los Angeles County Hospital; Staff 
Member, St. Vincent’s Hospital, Los Angeles. Ed. 4. Cloth. 
Pp. 293, with illustrations. Price $5.00. Lea & Febiger, 
Washington Square, Philadelphia 6, 1960. 


Relatively few changes have been made in this re- 
vised fourth edition of a popular book. Among 
them are more extended discussions of right and 


left bundle branch block and of right and left 


yentricular hypertrophy, discussion of the influence 
of quinidine on the electrocardiogram, some addi- 
tions among the illustrations, and some changes in 
the appendix. As in previous editions, this fine book 
is designed to present only fundamental concepts 
to the beginner, leaving controversial problems and 
advanced studies for the more specialized mono- 
graphs which are available in profusion. 


>» MANUAL FOR EXAMINATION OF PATIENTS. 
School of Medicine and North Carolina Memorial Hospital, 
The University of North Carolina, Chapel Hill, N.C. Paper. 
Pp. 231. Price $4.50. The Year Book Publishers, Inc., 200 
East Illinois Street, Chicago 11, 1960. 


This manual was originally prepared in mimeo- 
graphed form for use by students, house officers, 
and staff of the University of North Carolina School 
of Medicine and the North Carolina Memorial Hos- 
pital. It was designed for two purposes: To provide 
material on interviewing and history taking, and to 
integrate certain important parameters of advanc- 
ing knowledge in psychiatry, preventive medicine, 
and the behavioral sciences into the broad stream 
of contemporary medicine. The present edition has 
been broadened in scope to apply to all clinical 
services, including laboratory procedures and ex- 
aminations; indeed, this latter section occupies 
almost half the space. The book provides a methodi- 
cal outline for persons who are new to the problems 
of diagnosis, but probably has little to offer experi- 
enced clinicians. 


> INTUSSUSCEPTION IN INFANTS AND CHILDREN. 
By Mark M. Ravitch, M.D., Associate Professor of Surgery, 
The Johns Hopkins University School of Medicine; Surgeon- 
in-Chief, The Baltimore City Hospitals, Baltimore, Mary- 
land. Cloth. Pp. 121, with illustrations. Price $9.00. Charles 
C Thomas, Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1959. 


This book is the first in a new series of Thomas 
monographs on pediatric surgery. The particular 
condition under discussion in this book is dealt 
with from all the aspects common to monographs, 
that is, history of the disorder, clinical picture, 
pathology, treatment by operation, experimental 
study, and then a special section on treatment by 
hydrostatic pressure reduction without operation. 
It constitutes a complete review of a fairly common 
condition and should provide much help to the 
pediatric surgeon, especially in organizing, his own 
knowledge. 


®» SURFACE AND RADIOLOGICAL ANATOMY. For 
Students and General Practitioners. By A. B. Appleton; W. J. 
Hamilton; and Ivan C. C. Tchaperoff. By W. J. Hamilton, 
M.D., D.Sc., F.R.S.E. Professor of Anatomy in the Universi- 
ty of London at Charing Cross Hospital Medical College; 
sometime Regius Professor of Anatomy in the University of 
Glasgow; formerly Professor of Anatomy in the University of 
London at the Medical College of St. Bartholomew’s Hospi- 
tal; and G. Simon, M.D., B.Ch., D.M.R.E. (Cantab.), F.F.R.; 
Demonstrator of Radiological Anatomy in the Medical Col- 
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lege of St. Bartholomew's Hospital; and Radiologist to the 
Diagnostic X-ray Department, St. Bartholomew’s Hospital, 
and to the Brompton Hospital, London. Ed. 4. Cloth. Pp. 
355, with illustrations. Price $9.50. Williams & Wilkins Com- 
pany, 428 East Preston Street, Baltimore 2, Maryland, 1958. 


Notice is given of the publication of the fourth edi- 
tion of this popular British text. Extensive revision 
has gone into this new book, including rearrange- 
ment of materials so that the main part of the text 
is unencumbered by descriptions of technic. These 
technical points have been described in the intro- 
ductory chapter; so the book as a whole now con- 
cerns only anatomy as seen by the x-ray. 


> OUTLINE OF PATHOLOGY. By John H. Manhold, Jr., 
D.M.D., M.A., F.A.C.D., Professor, and Director of Oral 
Diagnosis and Pathology for the College of Dentistry, Seton 
Hall College of Medicine and Dentistry; Attending Patholo- 
gist, Jersey City Medical Center; and Theodore E. Bolden, 
D.D.S., M.S., Ph.D., Assistant Professor Oral Diagnosis and 
Pathology, College of Dentistry, Seton Hall College of 
Medicine and Dentistry; Attending Pathologist, Jersey City 
Medical Center. Cloth. Pp. 340. Price $4.75. W. B. 
Saunders Company, West Washington Square, Philadelphia 
5, 1960. 


This book is intended to be a complete outline of 
the field of pathology and is designed to aid the 
student and the graduate physician in review. It 
follows well the current trend toward digests and 
abstracts and, like other books of this type, it serves 
better as a mnemonic device than as a disseminator 
of basic information. 


» PHARMACOLOGY IN NURSING. By Elsie E. Krug, 
R.N., M.A., Instructor in Pharmacology and Anatomy and 
Physiology, Saint Mary’s School of Nursing, Rochester, 
Minnesota. Ed. 8. Cloth. Pp. 805, with illustrations. Price 
$6.00. The C. V. Mosby Company, 3207 Washington Boule- 
vard, St. Louis 3, 1960. 


This eighth edition of a familiar text for nurses has 
been revised to incorporate the latest in pharma- 
cologic advances. The distinctive feature of this 
book is that it is designed for use at different levels 
of training. In the basic course students can study 
a whole group of drugs by concentrating on one or 
two members of that group. Later, as the need 
arises for more expanded knowledge, they can refer 
to the text and find supplemental information as 
well. Greater emphasis has been placed on char- 
acteristics and uses of the drugs than on their 
structural formulas; the metric system of measure- 
ments is used throughout; and the book has been 
adapted for use not only in the United States but 
in Canada and in Great Britain as well. 


> THE TREATMENT OF BRONCHIAL NEOPLASMS. 
By Robert R. Shaw, M.D., Clinical Professor of Surgery, 
Southwestern Medical School of the University of Texas, 
Chief, Section of Thoracic Surgery, Baylor University Hos- 
pital, Dallas, Texas; Donald L. Paulson, M.D., Clinical 
Associate Professor of Surgery, Southwestern Medical 
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School of the University of Texas, Attending Surgeon, Bay- 
lor University Hospital, Dallas, Texas; and John Lester Kee, 
Jr, M.D., Instructor in Surgery, Southwestern Medical 
School of the University of Texas, Assistant Attending Sur- 
geon, Baylor University Hospital, Dallas, Texas. Ed. 3. 
Cloth. Pp. 135, with illustrations. Price $8.00. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1959. 


This monograph is designed to gather into one 
place all of the current theories on the single prob- 
lem of bronchial neoplasms. Among aspects dis- 
cussed are selection of patients for surgery, selection 
of operation, irradiation therapy, chemotherapy, 
terminal care, and results of treatment. In addition, 
there is a chapter on bronchial adenomas by John 
Lester Kee, Jr., which details the special problems 
entailed in management of this malignant lesion. 


» TUBERCULOSIS AND OTHER COMMUNICABLE 
DISEASES. By J. Arthur Myers, M.D., Professor of Internal 
Medicine and Public Health; Medical, Public Health and 
Graduate Schools, University of Minnesota. Cloth. Pp. 499, 
with illustrations. Price $14.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1959. 


The title of this book is somewhat misleading since 
only a small percentage of the total space is given 
to tuberculosis. The book is mainly about the com- 
mon contagious diseases including the common 
childhood diseases, respiratory infections, and the 
virus influenza. Each chapter is written by a sepa- 
rate contributor, and the whole is well edited and 
indexed. 


> TYPICAL GYNECOLOGIC OPERATIONS. With Spe- 
cial Consideration of Technical Advantages. By Dr. Sieg- 
fried Tapfer, in Charge of the University Clinic for Gyne- 
cology and Obstetrics, Innsbruck, Tirol, Austria. Cloth. Pp. 
81, with illustrations. Price $9.00. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, 1960. 


This is not a surgical text but a profusely and 
beautifully illustrated book designed to give hints 
on technic for many operations already fairly well 
known. In this second edition, one of the illustra- 
tions has been redrawn and the Fothergill operation 
has been added. The book is worth seeing for the 
illustrations alone, though the text, a translation 
from the German, is itself a model of clarity. 


> MEDICAL TERMS. Their Origin and Construction. By 
Ffrangcon Roberts, M.A., M.D., F.F.R. Ed. 3. Cloth. Pp. 92. 
Price $3.00. Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1959. 


This is the third edition of a rather fascinating little 
book which is designed to present the etymology 
of medical terms to persons unversed in the classics. 
The first section is a description of the origin of 
older terms, and the second is arranged according 
to the ideas they represent, such as color, texture, 
movement, or feeling. The book has merit not only 
for grammatolators but also for practicing physi- 
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cians anxious to gain more facility in the use of 
their specialized language. It has also been recom- 
mended for use by nurses and other paramedical 
personnel. 


> DEMONSTRATIONS OF PHYSICAL SIGNS IN CLIN- 
ICAL SURGERY. By Hamilton Bailey, F.R.C.S. (Eng.), 
F.A.C.S., F.R.S.E., Emeritus Surgeon, Royal Northern Hos- 
pital, London; Consulting Surgeon, Italian Hospital; Gen- 
eral Surgeon, Metropolitan Ear, Nose and Throat Hospital; 
Vice-President, International College of Surgeons; formerly 
Hunterian Professor, Royal College of Surgeons and Exter- 
nal Examiner in Surgery, University of Bristol. Ed. 13, 
Cloth. Pp. 928, with illustrations. Price $14.50. The Williams 
& Wilkins Company, 428 East Preston Street, Baltimore 2, 
1960. 


The fact that a book has reached its thirteenth edi- 
tion and has been translated into five languages 
speaks highly for it. This text was originally de- 
signed for students starting their clinical work in 
surgical wards or outpatient departments. However, 
succeeding editions have become increasingly com- 
prehensive, so that now it is a text to be consulted 
long after student days. One of the important fea- 
tures is the large number of fine illustrations, both 
black and white and colored; these supplement a 
text already unusually lucid in description. 

The book is useful to anyone who sees surgical 
patients, from the student to the specialist. 


> AN INTRODUCTION TO PHARMACOLOGY. By J. 
J. Lewis, Senior Lecturer in Experimental Pharmacology, 
University of Glasgow; formerly Lecturer in Pharmacology, 
University of Nottingham and Demonstrator in Pharmacolo- 
gy, University of Manchester. Cloth. Pp. 826, with illustra- 
tions. Price $11.00. E. & S. Livingstone Ltd., London. The 
Williams and Wilkins Company, exclusive U. S. distributors, 
428 East Preston Street, Baltimore 2, 1960. 


This British text in pharmacology is perhaps more 
compact than most American texts, but it probably 
has no other advantages for students in this coun- 
try. There is also the problem of some difference in 
terminology, which makes the book interesting 
from a comparative standpoint but somewhat con- 
fusing to the first learner. The book itself is fine, 
however, and bears examination by teachers of 
pharmacology. 


» SURGICAL ERRORS AND SAFEGUARDS. By Max 
Thorek, M.D., LL.D., Sc.D., F.I.C.S., F.B.C.S., F.P.C.S. 
(Hon.), D.C.M., F.R.S.M., Professor of Surgery, Cook 
County Graduate School of Medicine; Surgeon-in-Chief, 
American Hospital of Chicago; Founder and Secretary Gen- 
eral of the International College of Surgeons; formerly At- 
tending Surgeon, Cook County Hospital, and Consulting 
Surgeon, Municipal Tuberculosis Sanitarium; Honorary Fel- 
low, Surgical Society of Rome, Italy; Honorary Fellow, 
Piedmont Surgical Society; Fellow, Mexican Academy of 
Surgery; Honorary Fellow, Peruvian Academy of Surgery; 
Fellow (Honoris Causa), Royal Surgical Society of Bulgaria; 
Fellow, National Academy of Medicine, Colombia; Corre- 
sponding Member, Société de Chirurgeins de Paris; Fellow 
(Honoris Causa), Vienna Medical Society; Honorary Fel- 
low, Tusco-Umbrian Surgical Society; and 23 contributors. 


Ed. 5. Cloth. Pp. 652, with illustrations. Price $25.00. J. B. 
Lippincott Company, East Washington Square, Philadelphia 
5, 1960. 


This book represents the last literary effort of Dr. 
Max Thorek. His text appears in the same form as 
the previous edition: Each chapter is written by an 
eminent surgeon, dealing with the surgical specialty 
which is his particular forte. The introductory sec- 
tion by Dr. Thorek points out in a very general 
manner what problems can arise. The book is prob- 
ably of most value to younger surgeons, although 
there is also much to be meditated by men of ex- 


perience. 


> A SHORT HISTORY OF OBSTETRICS AND GYNE- 
COLOGY. By Theodore Cianfrani, M.D., Associate Professor 
of Obstetrics and Gynecology at the Graduate School of 
Medicine, University of Pennsylvania, Philadelphia, Penn- 
sylvania. Cloth. Pp. 449, with illustrations. Price $12.50. 
Charles C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


This is a fascinating tale of obstetrics and gyne- 
cology as it was and is practiced from early civili- 
zation to contemporary times among both civilized 
and aboriginal peoples. It is liberally and well illus- 
trated. One interesting feature is that every chapter 
has a list of “first occurrences and outstanding 
events” in each period. For the doctor with a fasci- 
nation for history this book will make extraordi- 
narily enjoyable reading. 


> CLINICAL AUSCULTATION OF THE HEART. By 
Samuel A. Levine, M.D., Sc.D. (Hon.), F.A.C.P., Clinical 
Professor of Medicine, Emeritus Harvard Medical School; 
Consultant in Cardiology, Peter Bent Brigham Hospital, 
Boston; Consultant Cardiologist, Newton-Wellesley Hospital; 
Physician, New England Baptist Hospital; and W. Proctor 
Harvey, M.D., Associate Professor of Medicine, Georgetown 
University Hospital; Consultant in Cardiology, Walter Reed 
Army Medical Center, Bethesda Naval Hospital. Ed. 2. 
Cloth. Pp. 657, with illustrations. Price $11.00. W. B. 
~— Company, West Washington Square, Philadelphia 
, 1959. 


This book owes some of its success to current 
fashion in clinical diagnosis, which once again 
has restored prominence to use of the stethoscope. 
It is a second edition of a book which first ap- 
peared only 10 years ago—one which is now con- 
sidered authoritative in its field. General changes 
represent enlargements in scope, with the addition 
of previously unfamiliar auscultatory phenomena, 
an enlarged discussion of certain murmurs and 
sounds as they relate to congenital heart disease, 
and the inclusion of additional illustrations for 
patients suffering from identical underlying con- 
ditions but in whom the heart sounds differ. 


®» PEDIATRIC NURSING. By Gladys S. Benz, R.N., 
M.A., Chairman of the Department of Maternal and Child 
Nursing, State University of Iowa, College of Nursing, Iowa 
City, Iowa; formerly, Instructor, Pediatric Nursing, Cincin- 


JOURNAL A.O.A., VOL. 60, MAY 196! 


nati Children’s Hospital; Instructor, Bellevue Schools of 
Nursing, New York City; Supervisor, St. Louis Children’s 
Hospital; Head Nurse, Sarah Morris Hospital (Children’s 
Division of Michael Reese Hospital), Chicago, Ill; Head 
Nurse, University Hospital, Minneapolis, Minn. Ed. 4. Cloth. 
Pp. 572, with illustrations. Price $6.00. The C. V. Mosby 
Company, 3207 Washington Boulevard, St. Louis 3, 1960. 


The fourth edition of this popular text in pediatric 
nursing has now been published. The author con- 
tinues to focus her attention on the child as a mem- 
ber of a family in a community, and emphasizes 
how the child, his parents, and nurse interact in 
providing for his continued growth. The book has 
been revised to incorporate some of the more recent 
advances in clinical pediatrics; however, it retains 
the same general format as in previous editions. 


® CANCER AND ALLIED DISEASES OF INFANCY 
AND CHILDHOOD. Edited by Irving M. Ariel, M.D., As- 
sociate Professor of Clinical Surgery, New York Medical 
College; Attending Surgeon, Hospital for Joint Diseases; 
Staff Surgeon, Long Island Jewish Hospital; Attending Sur- 
geon, Pack Medical Group, New York, New York; and 
George T. Pack, M.D. Associate Professor of Clinical Sur- 
gery, Cornell University Medical College; Attending Sur- 
geon, Memorial Center for Cancer and Allied Diseases; 
Attending Surgeon, Pack Medical Group, New York, New 
York. Cloth. Pp. 605, with illustrations. Price $22.50. Little, 
Brown and Company, 34 Beacon Street, Boston 6, 1960. 


This is a collective review by twenty-seven cancer 
experts, designed to present all known phases of 
cancer as it occurs in children. There are four chap- 
ters on the general principles of care, one chapter 
on uncommon tumors, and eighteen on tumors as 
they occur on various body locations. Illustrations 
are profuse and very fine. Of particular quality is 
the chapter on tumors and hyperplasias of the 
adrenal gland, which the editors rightfully regard 
as a model treatise on the subject. Although some 
duplication and lack of uniformity are inevitable in 
a collective review of this kind, the book is highly 
recommended for every physician who has contact 
with malignant disease in children. 


> CLINICAL PROSTHETICS FOR PHYSICIANS AND 
THERAPISTS. A Handbook of Clinical Practices Related 
to Artificial Limbs. By Miles H. Anderson, Ed.D.. Director, 
Prosthetics Education Project, School of Medicine, University 
of California, Los Angeles; Charles O. Bechtol, M.D., Profes- 
sor of Surgery (Orthopedics), Department of Surgery, School 
of Medicine, University of California, Los Angeles; and Ray- 
mond E. Sollars, Associate Director, Prosthetics Education 
Project, School of Medicine, University of California, Los 
Angeles. Cloth. Pp. 393, with illustrations. Price $10.50. 
Charles C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1959. 


®» PROSTHETIC PRINCIPLES—ABOVE KNEE AMPU- 
TATIONS. By Miles H. Anderson, Ed.D., Director, Prosthet- 
ics Education Project, School of Medicine, University of 
California, Los Angeles; John J. Bray, C.P., C.O., Associate 
Research Prosthetist, Prosthetics Education Project, School 
of Medicine, University of California, os Angeles; and 
Charles A. Hennessy, C.P., C.O., Associate Director, Pros- 
thetics Education Project, School of Medicine, University of 
California, Los Angeles; and edited by Raymond E. Sollars, 
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Associate Director, Prosthetics Education Project, School of 
Medicine, University of California, Los Angeles. Cloth. Pp. 
331, with illustrations. Price $10.00. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, Springfield, Illi- 
nois, 1960. 


The first-listed book is a reproduction of course 
materials used in the Prosthetics Education Project, 
School of Medicine, University of California, Los 
Angeles. Its multidisciplinary approach is designed 
to provide needed information for both physicians 
and therapists, and it includes many aspects of di- 
agnosis and treatment for both upper and lower 
extremity amputees. The second book, which comes 
from the same source but has different content, em- 
phasizes the problems of above-knee amputee pa- 
tients. Both books are very fine as far as they go; 
however, some common prostheses have been omit- 
ted, and emphasis is placed on above-elbow and 
above-knee amputations, to the neglect of many 


other types. 


®» CURRENT SURGICAL MANAGEMENT II. A Book 
of Alternative Viewpoints on Controversial Surgical Prob- 
lems. Edited by John H. Mulholland, M.D., Editor-in-Chief, 
New York University College of Medicine; Edwin H. Elli- 
son, M.D., Marquette University School of Medicine; and 
Stanley R. Friesen, M.D., University of Kansas Medical 
Center. Cloth. Pp. 348, with illustrations. Price $8.00. W. B. 
Saunders Company. West Washington Square, Philadelphia 
5, 1960. 


This book is not an enlargement or a revision of 
the previous volume; it is designed to further ex- 
plore the controversial problems posed in the first 
volume and to undertake debate on still other issues 
pertinent to the specialty. As in the first volume 
there are a number of contributors who present 
alternative viewpoints on a wide range of subjects. 
Some of the questions concern duodenal ulcer and 
its complications, polyps of the colon, repair of 
esophageal hiatal hernia, the choice of operation 
for carcinoma of the head of the pancreas, detection 
of common duct stones, management of the com- 
mon duct wound, repair of common bile duct stric- 
ture, management of the normal gallbladder at 
sphincterotomy, pathogenesis and management of 
pilonidal sinus, carcinoma of the breast, gastric 
suction and early operation versus intestinal decom- 
pression and delayed surgery in small bowel ob- 
struction, management of arterial insufficiency of 
the lower extremities, thromboembolism, acute renal 
failure, preoperative preparation of the colon, and 
prolapse of the rectum. 


> PATHOLOGY OF TUMOURS OF THE NERVOUS 
SYSTEM. By Dorothy S. Russell, Sc.D., M.A., M.D., 
F.R.C.P., LL.D., Director, Bernhard Baron Institute of 
Pathology, London Hospital; Professor of Morbid Anatomy, 
University of London; and L. J. Rubinstein, M.D., Lecturer 
in Morbid Anatomy, London Hospital Medical College, 
Cloth. Pp. 318, with illustrations. Price $13.50. Edward 
Arnold Publishers, London, 1959. The Williams and Wilkins 
Company, exclusive U.S. distributors, 428 East Preston 
Street, Baltimore 2. 


This British book is a specialized presentation of 
tumors of the nervous system from the standpoint 
of the pathologist. It is a companion to the book 
Neuropathology, by the late Dr. J. G. Greenfield, 
and owes a great debt to the books by Henschen 
and Ziilch. The author does not intend to supplant 
these German texts but rather to provide a basic 
resume of findings reported in the periodical litera- 
ture since publication of these other related texts, 
The authors intend their book to be of help to 
pathologists, graduate students, neurologists, and 
neurosurgeons, and they have given more extended 
treatment than usual to the less common tumors of 
the nervous system. There is a special chapter on 
tissue culture which will be of interest. 


> SURGICAL ANATOMY OF THE BRONCHOVASCU- 
LAR SEGMENTS. By William E. Bloomer, M.D., Assistant 
Professor of Surgery, Yale University School of Medicine; 
Associate Surgeon, University Service, Grace New Haven 
Community Hospital; Averill A. Liebow, M.D., John Slade 
Ely Professor of Pathology, Yale University School of Medi- 
cine, Pathologist-in-Chief, University Service, Grace New 
Haven Community Hospital; and Milton R. Hales, M.D., 
Assistant Professor of Pathology, Yale University School of 
Medicine, Associate Pathologist, University Service, Grace 
New Haven Community Hospital. Cloth. Pp. 273, with 
illustrations, Price $16.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1960. 


This book was designed to serve as a guide to dis- 
section of the bronchovascular segment, and it 
represents a new high in extensive presentation of 
anatomic studies. Along with the book may be 
purchased a supplementary set of 168 stereoscopic 
transparencies which match exactly the black-and- 
white illustrations in the book. These slides were 
prepared from multicolored plastic casts of the 
bronchial vessels. Each structure is identified; by 
use of the diagrams and the slides a very thorough 
knowledge of the area can be gained. The inter- 
relationships of these structures are analyzed in an 
excellent chapter on the bronchovascular anatomy 
as it is demonstrated roentgenographically. 


A NEW SUPERIOR, NON-TOXIC, _ 
NON-IRRITATING, WATER-SOLUBLE | 


* Provides subjective anesthesia and analgesia when : 
applied to mucous membranes 


Bacteriostatic 

e Contains ne antibiotics—nor any “Caine” group of 
anesthetic agents 

MAKES ROUTINE CATHETERIZATION SAFE 2 
PROVIDES GREATER PATIENT COMFORT — 


No. 261 ANESTHETIC BACTERIOSTATIC 


contains no aentibiotics*® 


*Available in economy 4 oz. tubes, as well as 5 gram Single-Applicator Tubes. 
Samples furnished on request. Write on your Professional or Institutional letterhead to: 


DAVOL RUBBER COMPANY 
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For your Administered before and after cervicovaginal surgery, 


OB-GYN irradiation, delivery, and office procedures such as cau- 
terization, Furacin helps to provide a shorter, more 
patients: comfortadle convalescence. Infection is promptly con- 
fight trolled; discharge, irritation and malodor reduced; 
infection healing hastened. Furacin is highly active in the pres- 
ll ms ence of exudates, yet is nontoxic to regenerating tissue, 
facilitate does not induce significant bacterial resistance nor en- 
healing courage monilial overgrowth. 

A N Vaginal Suppositories 
FURACIN 0.3% in a water-miscible base 
which melts at body temperature. Box 
of 12, each 2 Gm. suppository hermet- 

brand of nitrofurazone ically sealed in yellow foil. 


Cream 


FURACIN 0.2% in a fine cream base, 
water-miscible and self-emulsifying in 
body fluids. Tubes of 3 0z., with plastic 
plunger-type vaginal applicator. 


THE NITROFURANS— 
a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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Help protect the precarious 


Older patients often need help when they complain of dizziness . . . help that can be 
provided by Dramamine. This classic drug is free of serious side effects, easy-to-take 
and frequently is effective against dizziness with a vestibular component whether 
acute or chronic. These elder citizens will be grateful for Dramamine. 


Dramamine” 


brand of dimenhydrinate 
for dizziness/vertigo in older patients 


Dosage: one 50-mg. tablet, t.i.d. 


Research in the Service of Medicine 34-4545 > 


® 
cop pan 
(dibucaine CIBA) 

...For minor cuts and burns, sunburn, hemorrhoids, removing 
sutures, performing routine office surgery, making instrument 
examinations. And, to best suit every situation, there’s 
a choice of Ointment, Cream, Lotion, Suppositories. 
Complete information sent on request. 


SUMMIT, N. J. 


stop hemorrhoid pain with 
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conception control— 
without occlusive device 


Cream-Jel 


snowy white—odorless—dry—static—free of messiness 


New microphotograph 
demonstrates unique matrix action 
on spermatozoa 


Extended clinical studies 
totaling 5146 patient-months 
ALIVE reveal low pregnancy rates 
in seminal fluid of 2.011 and 3.22 per hundred 


woman-years of exposure, 
confirming that “‘. . . Immolin 
Cream-Jel used without an 
occlusive device is an efficient 
and dependable contraceptive.” 
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1. Goldstein, L. Z.: Obst. & Gynec. 19:133 (Aug.) 1957. 
2. Finkelstein, R., and Goldberg, R. B.: Am. J. Obst. & Gynec. 78:657 (Sept.) 1959. 
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Julius Schmid, Inc. 423 west 55th street, New York 19, N. Y. 
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CLINICAL BRIEFS FOR MODERN PRACTICE 


COMBINING CONTROL OF 
“DIABETES AND ITS COMPLICATIONS 


Today, as yesterday, “the diabetic dies of his complications and not of his 
disease.”! Increased diabetic longevity, moreover, increases the incidence 
and relative importance of such long-term complications as vascular degenerative 
lesions of the kidney and peripheral blood vessels. Current opinion further stresses 

that the best availab!e retardant of such complications is close and continuous control 
of diabetes.2 


Close diabetic control, by the patient by frequent testing for glucosuria, is essential. 
Whether treatment is oral, parenteral, or solely dietary, detection and quantitation of urine- 
glucose enables the supervised patient to adjust medication and diet rationally. 


Testing for ketonuria, on the other hand, is a protective measure. It may warn of ketosis 
induced by major infections and a variety of stress conditions, as well as alerting to the 
ketoacidosis of insulin insufficiency.3 Urine testing for ketones aids both management of 
ketogenic disorders and maintenance of control most likely to delay long-term complica- 
tions of diabetes. 
(1) Joslin, E. P., in Joslin, E. P.; Root, H. F.; White, P., and Marble, A.: The Treatment of Diabetes Mellitus, ed. 10, 


Philadelphia, Lea & Febiger, 1959, p. 239. (2) Goodman, J. |.: M. Times 88:1168, 1960. (3) Haunz, E. A., and 
Cornatzer, W. E.: Minnesota Med. 41:836, 1958. 


Routine urine-sugar testing with CLinitest® and urine-ketone testing with Acetest® 
may be signally vital to certain “speciai risk” patients. Among these are the 
juvenile diabetic patient, the adult with severe diabetes, the pregnant dia- 
betic, and the patient on oral hypoglycemic medication. These patients, 
in particular, gain both short- and long-term benefit by closely fol- 
lowing their physician's instructions about routine urine testing. 


for closer daily control of diabetes — 
and better protection against 
its complications 
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q. 12 h.—no night dosage needed. 


DOSAGE: for conversion of auricular fibrillation to normal sinus rhythm, in most cases, 2 Dura-Tabs 
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2 Dura-Tabs q. 12 h. in most patients... Bottles of 30, 100 and 250 Quinaglute Dura-Tabs. 
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‘round-the-clock 
protection against 
both pain and fear 


COROVAS is a nontoxic, uniform- 
acting, long-acting vasodilator to control 
or prevent attacks of angina pectoris. One 
COROVAS Tymcap upon arising provides 
up to 12 hours of continuous coronary 
vasodilation, and another COROVAS 
Tymcap before the evening meal affords 
maximum protection against seizures all 
night. COROVAS alleviates the associated 
fear of pain. Reduces the need for emer- 
gency nitroglycerin. Safe and effective for 
long-term therapy. 


SUPPLIED — Boxes of 60 and 120. 


PROLONGED, SUSTAINED ACTION OF VASODILATING PENTAERYTHRITOL TETRANITRATE 
(PETN) 30 MG., AND SEDATIVE SECOBARBITURIC ACID SO MG. IN EACH COROVAS TYMCAP. . 
AS WITH ALL NITRATES, USE WITH CAUTION IN GLAUCOMA. 


AMFRE GRANT, INC. 
Brooklyn 26, N. Y. 
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2 objective indexes show that 
in coronary artery disease 


the one nitrate for all 
with without angina 


is Peritrate 


Peritrate increases myocardial 

blood flow to the normal range and 
sustains it there’...without significant 
change in cardiac output,’ 

blood pressure’ or pulse rate.° 


1. Johnson, P. C., and Sevelius, G.: J.A.M.A. 
173:1231 (July 16) 1960. 2. Winsor, T., and 
Humphreys, P.: Angiology 3:1 (Feb.) 1952. 
3. Plotz, M.: New York J. Med. 52:2012 
(Aug. 15) 1952. 


Full dosage information, available on re- 
quest, should be consulted before initiating 
therapy. 


*Electrocardiograms, radioisotopic tracings 
and case histories on file in the Medical 
Department of Warner-Chilcott Laboratories. 
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Electrocardiographic 
evidence: 


Peritrate increases 
myocardial blood flow 
in a patient with angina* 


The patient — tugboat captain, 57, with 
angina but no history of infarction. Blood 
pressure, 130/80. Normal sinus rhythm; 
ventricular rate, 72. Blood cholesterol, 
344-583 mg./100 cc. 


Radiocardiographic 
evidence: 


Peritrate increases 
myocardial blood flow in a 
postcoronary patient 
without angina* 


The patient— woman, 74, with 15-year 
history of hypertension. Posterior 
myocardial infarction in 1955. No angina. 
Before Peritrate: blood pressure, 210/110; 
pulse, 70. After Peritrate: blood pressure, 
202/108; pulse, 68. 
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betore Peritrate— S-T segment depressed 
after standard exercise. 


it 


before Peritrate — Radioisotopic tracing 
shows myocardial blood flow (shaded 
area) after infarction reduced to 2.6% of 
cardiac output. 
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after Peritrate — (20 mg., given 4 hours 
before exercise test) S-T segment 
normal. 


brand of pentaerythritol tetranitrate 


GP id 


basic therapy in coronary artery disease — with or without angina 


Watch your mail for the ECG Interpretation Series 
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after Peritrate — (20 mg., given 2'/2 hours 
before study) myocardial blood flow 
increased to 5.9% of cardiac output. 


RIS PLAINS, 


makers of Tedral Gelusil Proloid Mandelamine 
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RESTORE 


to the under-par child”* 


comprehensive liquid hematinic 


¢ corrects iron deficiency 
e restores healthy appetite 


e helps promote normal growth 


* underweight, easily fatigued, anorexic—due to 
mild anemia 


Each 5-cc. teaspoonful provides: 
Ferrous Sulfate (equivalent to 


iamine Hydrochloride 

Riboflavin (Vitamin .... . 1 mg. 
Pyridoxine Hydrochloride 

Vitamin Crystalline... ... 5 meg. 
Pantothenic Acid (as d-Panthenol) . 1 mg. 
Nicotinamide. .......... 5 mg. 
Ascorbic Acid (Vitamin C). .... 35 mg. 
Alcohol, 2 percent. 
Usual dosage: 


Infants and children—1/2 to 1 teaspoonful (pref- 
erably at mealtime) one to three times 
daily. 

Adults—1 to 2 teaspoonfuls a at meal- 
time) three times daily. , 


Zentron™ (iron, vitamin B complex, and vitamin C, Lilly) 
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Conventions and 


meetings 


American College of Osteopathic Sur- 
geons, annual clinical assembly, Denver 
Hilton Hotel, Denver, Colo., October 
29-November 2. Executive Secretary, 
Charles L. Ballinger, Box 40, Coral 
Gables, Fla. 


American Osteopathic Association, 
Board of Trustees, July 5-8, Drake 
Hotel, Chicago; House of Dele- 
gates, July 9-12, Drake Hotel, 
Chicago. Sixty-Sixth Annual Con- 
vention, Las Vegas, Nev., January 
15-18. Program Chairman, W. 
Clemens Andreen, Andreen Clinic, 
1475 Ford Ave., Wyandotte, Mich. 


Canadian Osteopathic Association, an- 
nual meeting, Toronto, October 5-7. Pro- 
gram Chairman, Norman W. Routledge, 
15 Ursuline Ave., Chatham, Ont. Secre- 
tary, Miss Joyce S. Currie, 609 Medical 
Arts Bldg., Montreal 25, Quebec. 


Central States Osteopathic Society of 
Proctology, annual meeting, Oliver Hotel, 
South Bend, Indiana, September 22-24. 
Program Chairman, William J. Blackler, 
48 W. 28th St., Grand Rapids 9, Mich. 
Secretary, Lloyd B. Hoxie, 39011 Harper, 
Mt. Clemens, Mich. 


Eastern States Osteopathic Society of 
Proctology, annual meeting, Marriott Mo- 
tor Hotel, Washington, D.C., November 
4-5. Program Chairman, Felix D. Swope, 
1028 Connecticut Ave., N.W., Washing- 
ton 6, D.C. Secretary, LeRoy W. Love- 
lidge, Jr., 201 E. Orange St., Lancaster, 
Pa. 


Florida, annual meeting, Carillon Ho- 
tel, Miami Beach, October 2-4. Execu- 
tive Director, Mr. Barton K. Johns, 5009 
Central Ave., Tampa 3. 


Georgia, annual meeting, Ralston 
Hotel, Columbus, May 15-17. Program 


Chairman, Raymond S. Houghton, 314 - 


N. Dawson St., Thomasville. Executive 
Secretary, Mr. S. H. Andrews, 2160 Idle- 
wood Rd., Tucker. 


Idaho, see Utah. 


Indiana and Kentucky, annual meeting, 
French Lick Sheraton Hotel, French 
Lick, Indiana, May 20-23. Program Chair- 
man, Loyd H. Riley, Odon. Secretary, 
Arabelle Baker Wolf, 4840 N. Michigan 
Rd., Indianapolis 8. 


Kansas, annual meeting, Broadview 
Hotel, Wichita, September 23-27. Pro- 
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3 Be sure you get the elastic 
bandage you order. 


B-D 


order. 
ACE is made only by 8-D. 


s when it can stand up to punishment 


For greater resistance to dry heat...B-D ACE Rubber Elastic Bandage incorporates a newly 
developed, heat-resistant extruded latex rubber. As a result, ACE withstands 320° F. dry-heat 
sterilization... maintains its elasticity longer than ordinary bandages. And remember, only 
ACE provides a balanced weave of warp and woof threads to assure continuous uniform support. 


BECTON, DICKINSON AND COMPANY - Rutherford, New Jersey 
B-D and ACE are registered trademarks. i 


gram Chairman, Irwin J. Conant, Box 
125, Meridian. Executive Secretary, Mr. 
Lloyd L. Hall, 823 W. 10th St., Topeka. 


Kentucky, see Indiana. 


Louisiana, annual meeting, Hotel Mon- 
teleone, New Orleans, October 12-14. 
Program Chairman, Carl E. Warden, 827 
Hodges St., Lake Charles. Secretary, V. 
L. Wharton, 406-07 Weber Bldg., Lake 
Charles. 


Maine, annual meeting, Hotel Samoset, 
Rockland, June 22-24. Executive Direc- 
tor, Mr. George R. Petty, Monmouth. 


New Jersey, clinical conference, Cher- 
ry Hill Inn, Delaware Township, Septem- 
ber 24. Executive Secretary, Mr. R. P. 


Chapman, 1212 Stuyvesant Ave., Tren- 
ton 8. 


New York, annual meeting, Sheraton 
Atlantic Hotel, New York City, October 
13-14. Program Chairman, George F. 
Johnson, 353 77th St., Brooklyn 9. Ex- 
ecutive Secretary, C. Fred Peckham, 38 
E. Bridge St., Oswego. 


North Carolina, annual meeting and 
refresher course, Battery Park Hotel, 
Asheville, October 26-28. Program Chair- 
man, Joseph H. Huff, Box 1177, Burling- 
ton. Secretary, Walter C. Eldrett, 310-S. 
Main St., Hendersonville. 


Oregon and Washington, annual meet- 
ing, Eugene Hotel, Eugene, Oregon, June 
12-14. Program Chairman, D. B. Bond, 
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Lifts depression...as it cal 


Smooth, balanced action lifts depression as 


You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


Acts swiftly the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


“Deprol* 


® 
WwW) WALLACE LABORATORIES / Cranbury, N. J. 


ms anxiety ! 
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990 E. 15th, Eugene. Secretary, David 
E. Reid, Box 277, Lebanon, Oregon. 


Osteopathic College of Ophthalmolo- 
gists and Otorhinolaryngologists, annual 
meeting, Americana Hotel, Bal Harbour, 
Fla., September 26-28. Executive Secre- 
tary, Arthur A. Martin, Box 222, Kirks- 


ville, Mo. 


Pennsylvania, annual meeting, Benja- 
min Franklin Hotel, Philadelphia, May 
17-20. Midyear refresher course, Hotel 
Hershey, Hershey, October 13-15. Execu- 
tive Secretary, Mr. Thomas M. Fogarty, 
1941 Market St., Harrisburg. 


Utah, Idaho and Wyoming, annual 
meeting, Ambassador Club, Salt Lake 
City, June 23-25. Program Chairman, 
Wilford G. Hale, 506 W. 2nd St., Logan, 
Utah. Secretary, Clarence E. Hyatt, 144 
E. 5th North St., Provo, Utah. 


Vermont, annual meeting, in the Man- 
chester area, September 27-28. Program 
Chairman, Mason B. Barney, Box 336, 
Manchester Center. Clerk, Marian N. 
Rice, 8 Court St., Windsor. 


Virginia, annual meeting, Williamsburg 
Lodge, Williamsburg, May 25-28. Pro- 
gram Chairman, Harold A. Blood, 228 
N. Columbia St., Alexandria. Secretary, 
Henry S. Liebert, Jr,, 3514 Grove Ave., 
Richmond 21. 


Washington, see Oregon. 


West Virginia, annual meeting, Hotel 
Pritchard, Huntington, May 20-23. Pro- 
gram Chairman, Hoy E. Eakle, Summer- 
ville. Executive Secretary, Mr. Gilbert D. 
Brooks, 313 Berman Bldg., Charleston 1. 


Wicconsin, annual meeting, Cerami’s 
Resort, Burlington, May 21-23. Program 
Chairman, James W. Stout, Stout Clinic, 
322 Vine St., Hudson. Executive Secre- 
tary, Mr. Wayne A. Reif, 132 W. Mount 
Royal Rd., Milwaukee 17. 


Wyoming, see Utah. 


State and 


national boards 


Alabama examinations June 20-22. 
Address D. G. Gill, M.D., secretary, 
Board of Medical Examiners, State Office 
Bldg., Montgomery 4. 

Basic science examinations May 30-31. 
Address Mrs. Maxine F. McCool, secre- 
tary, Board of Examiners in the Basic 
Sciences, 1919 7th Ave., So., Birming- 
ham 3. nl 


Arizona Those interested in pro- 


JOURNAL A.O.A., VOL. 60, MAY 1961 


for anything that itches... 
WU BES 


SS 


stops itch quickly and safely 


—protects against scratching! 


For any kind of itch—poison ivy, insect bites, heat rash—use CALMITOL 
first.Cooling, soothing CALMITOL ointment stops itching on contact, is safe 
even for children’s delicate skin. Recommend CALMITOL, and keep it handy 
at home or for your own vacation. At drugstores: 1 4-o0z. tubes, 1-lb. jars. 


THOS. LEEMING & Co., INc., New York 17 


Nee 


ot, 


fessional examinations should contact 
Russell Peterson, D.O., secretary, Osteo- 
pathic Board of Registration and Exami- 
nation in Medicine and Surgery, 2747 E. 
McDowell Rd., Phoenix 22. 

Basic science examinations June 20 at 
the University of Arizona, Tucson. Ad- 
dress Millard G. Seeley, Ph.D., secretary, 
Board of Examiners in the Basic Sci- 
ences, University of Arizona, Tucson. 


Colorado examinations in June. Ad- 
dress Miss Mary M. McConnell, executive 


secretary, Board of Medical Examiners, 
715 Republic Bldg., Denver 2. 


Connecticut examinations July 11- 
12. Address Frank Poglitsch, D.O., sec- 
retary, Osteopathic Examining Board, 
300 Main St., New Britain. 

Basic science examinations June 10. 
Applications must be filed 2 weeks prior 
to examinations. Address Miss M. G. 
Reynolds, executive assistant, Board of 
Healing Arts, 110 Whitney Ave., New 
Haven 10. 
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THE CROWN OF LEADERSHIP...IN STEROID TOPICALS 


CREMES + LOTIONS (pH 4.6) 
Micronized Hydrocortisone Alcohol in the Exclusive ACID MANTLE® Vehicle 


Cort-Dome cremes and lotions are the most widely prescribed of all the steroid 
topicals because they offer these outstanding advantages: (a) Unique Acid Manitle 
Vehicle—restores and maintains the skin’s normal protective acidity and potenti- 
ates steroid activity for more prompt and predictable response at lower concen- 
trations; (b) Exclusive Microdispersion Process—reduces hydrocortisone particle 
size to microscopic dimensions for maximum dispersion to assure therapeutic 
efficiency and enhanced selectivity in dosage; (c) Wide Choice of Concentrations— 
%4% strength for mild conditions and maintenance therapy; 42%, 1% and 2% 
strengths for more severe conditions as required; (d) Greater Economy for Your 
Patient—made possible by the increased effectiveness of lower hydrocortisone 
concentrations. For example, clinical experience establishes that %4% Cort-Dome 
is as effective as much higher concentrations of hydrocortisone alcohol dispersed 
in solid, non-evaporating vehicles in a wide variety of dermatologic disorders. 
ay DOME CHEMICALS INC., New York 23, New York 


World Leader in Dermatologicals o1061 
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FASHION SAYS PURPLE...DANDRUFF SAYS WHITE! She could just cry, 
she’s so miserable. Purple is the big color this year and it would go so well with her 
hair—but not with her dandruff. When will she learn that a scalp problem is a 
medical problem? Probably never...unless you tell her yourself. Why not give her 
some friendly medical advice...and a prescription for Selsun? You can count on 
her gratitude just as surely as you can count on good results T 
with Selsun. Remember: Selsun is effective in 95% of your SELSUN 
patients with seborrheic dermatitis. (And that includes 5USPENSION = 
the man in the blue suit in your waiting room right now.) Siite-seienium Sufide, Abbot Cc 


© 1961, 108017 
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2 Iberol Filmtabs a day supply: Pyridoxine Hydrochloride. ..., 3 mg. F 


The right amount of Iron Calcium Pantothenate........ 6 mg. dres 
Ferrous Sulfate, U.S.P...... 1.05Gm. plus Vitamin C Boa 
(Elemental Iron—210 mg.) Ascorbic Acid. ............ 150 mg Ole 

Plus Therapeutic B-Complex Ft. 

Cobalamin (Vitamin Byg).... 25 mcg. _ Filmtab—Film-sealed tablets, Abbott 
Liver Fraction 2, N. F........ 200 mg. NOTE: Iberol®-F with 1 mg. of Folic Acid ba 
Thiamine Mononitrate........ 6 mg. in each Filmtab is available on your dres 
Nicotinamide. .............. 30 Mg. ©1961, 108018 
H 
nati 
D.O 
ABBOTT Exa 
lulu 
Anemia of pregnancy 
4 ® dres 
| Another indication for Filmtab® IBE ROL orl 
(iron, Vitamin B12, and Other Vitamins, Abbott) 

Potent antianemia therapy plus therapeutic B-complex, in the exclusive * 
plic 
Filmtab coating which protects stability—locks in vitamin taste and odor. rah 
tion 


D 
Add 
reta 
fess 
fielc 
I 
tary 
Exa 
July 
Mo 
ner: 


examinations July 11-13. 


Delaware 
Address Joseph S. McDaniel, M.D., sec- 


retary, Board of Medical Examiners, Pro- 
fessional Bldg., Dover. 


Florida examinations in June. Ad- 
dress Thomas F. Sheffer, D.O., secretary, 
Board of Osteopathic Examiners, Las 
Olas Hospital, 1516 E. Las Olas Blvd., 
Ft, Lauderdale. 


Georgia | examinations July 4. Ad- 
dress Mr. C. L. Clifton, joint secretary, 
State Examining Boards, 224 State Capi- 
tol, Atlanta. 


Hawaii For information on exami- 
nation dates write to Richard Y. Kodama, 
D.O., secretary, Board of Osteopathic 
Examiners, 826 Keeaumoku St., Hono- 
lulu 14. 


Idaho examinations June 8, Ad- 
dress Mrs. Nan K. Wood, director, Oc- 
cupational License Bureau, Department 
of Law Enforcement, State House, Boise. 


Illinois examinations in July. Ap- 
plications must be filed by the middle 
of June. Address Mr. Frederic B. Selcke, 
superintendent, Department of Registra- 
tion and Education, Capitol Bldg., Spring- 
field. 


Indiana examinations in June. Ad- 
dress Miss Ruth V. Kirk, executive secre- 
tary, Board of Medical Registration and 
Examination, 538 Knights of Pythias 
Bldg., Indianapolis 4. 


Iowa basic science examinations 
July 11 at the Capitol Building, Des 
Moines. Address Elmer W. Hertel, Ph.D., 
secretary, Board of Basic Science Exami- 
ners, Wartburg College, Waverly. 


Kentucky examinations in June. 
Address Mrs. Ray Wunderlich, director, 
Medical Licensure and Registration, 
Board of Health, 275 E. Main St., Frank- 
fort. 


Maine examinations June 13-14. 
Address George Frederick Noel, D.O.. 
secretary, Board of Osteopathic Exami- 
nation and Registration, 20 Monument 
Sq., Dover-Foxcroft. 


Maryland examinations in June. 
Address Christopher L. Ginn, D.O., sec- 
retary, Board of Osteopathic Examiners, 
19 W. Mulberry St., Baltimore 1. 


Massachusetts examinations July 
11. Address David W. Wallwork, M.D., 
secretary, Board of Registration in Medi- 
cine, Room 37, State House, Boston 33. 


Michigan examinations June 13-15. 
Avplications must be filed by June 1. 
Address Roy G. Bubeck, Jr., secretary, 
Board of Osteopathic Registration and 
Examination, 2851 Clyde Park Ave., 
S.W., Grand Rapids 9. 


Minnesota basic science examina- 
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early treatment of 


HERPES ZOSTER 
and 
NEURITIS“ 


with 


PROTAMIDE 
provides rapid relief 


Relief of inflammatory radicular pain, including herpes zoster, is 
prompt when Protamide is administered early'‘ in the course of 
the disease. More important, recovery usually follows in three to 
six days, with prompt response even in ophthalmic herpes zoster.® 
Published studies suggest that Protamide acts as a direct sup- 
pressant of neuritis due to acute inflammation of the nerve root. 
In such disorders, the response to early treatment with Protamide 
is sufficient to be diagnostic in inflammatory neuritis.*-4 
Protamide—an exclusive denatured colloidal enzyme prepara- 
tion, virtually safe and painless—not foreign protein therapy. 
One ampul I.M. daily for 2 to 5 days usually relieves pain 
completely in patients treated early. 
SUPPLIED: poxes of 10 ampuls (1.8 ce.). For detailed information, 
refer to PDR, page 731, or write to our Medical Department. 


References: 1. Baker, A, G.: Penn. Med. J. 63:697 (May) 1960. 2. Smith, R. T.: New York Med. 
(Aug. 20) 1952, pp. 16-19. 3. Smith, R. T.: Med. Clin. N. Amer. (Mar.) 1957. 4. Lehrer, H. W.; Lehrer, 
H.G., and Lehrer, D. R.: Northw. Med. (Nov.) 1955. 5. Sforzolini, G. S.: Arch. Ophthal. 62:381 (Sept.) 1959, 


Detroit 11, Michigan 


tions June 6 at the University of Minne- 
sota, Minneapolis. Address Raymond N. 
Bieter, M.D., secretary-treasurer, Board 
of Examiners in the Basic Sciences, 105 
Millard Hall, University of Minnesota, 
Minneapolis 14. 


Mississippi examinations in June. 
Address R. N. Whitfield, M.D., assistant 
secretary, Board of Health, Jackson 5. 


Nevada examinations in June. Ad- 
dress John H. Pasek, D.O., secretary, 
Board of Osteopathic Examiners, 205-10 
First National Bank Bldg., Minden. 

Basic science examinations July 4. Ad- 
dress Kenneth C. Kemp, Ph.D., secre- 
tary, Board of Examiners in the Basic 


Sciences, Box 9355, University of Ne- 
vada, Reno. 


New Jersey examinations June 20- 
23. Applications must be filed by June 1. 
Address Mr. Michael E. H. Sweeney, ad- 
ministrative secretary, Board of Medical 
Examiners, 28 W. State St., Trenton 8. 


New Mexico examinations June 15. 
Address L. D. Barbour, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, Box 710, Roswell. 

Basic science examinations July 16. 
Address Mrs. Marguerite Cantrell, secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 
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: when the allergy is more than antihista mines § hig 


fi, alone can control. -and intensive steroid therapy 


alone is more than the’ allergy requires... 


LEDERLE LABORATORIES | piv 
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ded actign at low-level drug intake... 


level am 4 


‘CAPSULES 
de in adj usting dosage for better tolerated therapy 


a) 
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IS PARTICULARLY ADVANTAGEOUS IN: 
J P perennial asthma, allergic, seasonal or perennial 

P rhinitis, drug reactions, allergic pruritus, hay fever, 
which may be too severe to be controlled by antihistamines alone. 


ARISTOMIN combines the corticosteroid efficacy 

of ARISTOCORT® Triamcinolone with the action of the widely 
prescribed antihistaminic, chlorpheniramine. Supplying 
each outstanding component at the lowest effective dosage, 
ARISTOMIN permits widest latitude in adjusting therapy to 
meet the individual patient’s requirement. Offers combined 
anti-inflammatory — antiallergic — antihistaminic action 
at minimal maintenance levels. Well-tolerated. 

.. Side effects infrequent and minor in nature. 


DOSAGE: One to eight capsules a day in divided doses. 
Dosages should be based on individual therapeutic response. 
PRECAUTIONS: All customary precautions pertaining to 
corticosteroid therapy should be observed. 

SUPPLY: Each ARISTOMIN Capsule contains ARISTOCORT 
Triamcinolone (1 mg.), Chlorpheniramine Maleate (2 mg.), 
and Ascorbic Acid (75 mg.). Bottles of 30 and 100. 


for severe allergies requiring full-scale steroid therapy 


1 mg. scored tablets (yellow); 2 mg. scored tablets (pink); 
4 mg. scored tablets (white); 16 mg. scored tablets (white). 


Request complete information on indications, dosage, precautions and contraindi- 
cations from your Lederle representative or write to Medical Advisory Department. 


3 A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Holding blood loss to a minimum is a medical precept. 
Clinical studies show that lack of capillary integrity causes 
abnormal bleeding four times as often as coagulation defects.': 


Adrenosem aids capillary integrity by decreasing excessive 
capillary permeability and promoting retraction of severed 


capillary ends. 


Adrenosem protects against bleeding from 
small vessels, thus assuring a clearer 
operative field and minimizing the need 
for transfusions. 


PREOPERATIVELY 


POSTOPERATIVELY Adrenosem reduces postoperative bleeding. 


* 


SALICYLATE 


(Brand of carbazochrome salicylate) 


Used nonsurgically, Adrenosem controls internal bleeding 


associated with vascular pathosis, as in peptic ulcer, 
telangiectasia, purpura, ecchymosis, ulcerative colitis, and others. 


Contraindications: None at recommended dosage levels—seven 
years’ clinical use, over 15 million doses, and over 35 
published studies prove the safety and effectiveness of 
Adrenosem. 

Supplied: Ampuls, 5 mg. (1 cc.) and 10 mg. (2 ec.) for I.M. injection; 
Tablets, 1 and 2.5 mg.; Syrup, 2.5 mg./5 ec. (1 tsp.) 

1. Haden, R.L., et al.: Ann. N.Y. Acad. Sc. 49:641 (May 11) 1948. 


2. Cheraskin, E.: J. Am. Dent. Assn. 58:17 (April) 1959. 
*U.S. Pat. Nos. 2581850; 2506294 


write for detailed /iterature 


E. MIASSENGILL COMPANY 


Bristol, Tennessee + New York + Kansas City + San Francisco 
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...and other painful or disabling musculoskeletal conditions often respond rapidly to the “antidoloritic’* effects of 
DECAGESIC. DECAGESIC helps restore normal function by relieving pain and discomfort, suppressing inflammation. ..and 
often adds a sense of well-being and renewed strength. DECAGESIC combines the benefits of DECADRON® and aspirin with 
aluminum hydroxide to provide increased efficacy with a lower incidence of side effects. 


Indications: Mild to moderate inflammatory, rheumatic and musculoskeletal disorders, and conditions 
in which the conjunctive use of steroid and salicylate is indicated. 

Dosage: 1 or 2 tablets 3 or 4 times daily. The usual precautions of corticosteroid therapy should be 
observed. Before prescribing or administering Decacesic, the physician should consult the detailed 
information on use accompanying the package or available on request. 

Supplied: Bottles of 100. Each tablet contains 0.25 mg. of DecADRON dexamethasone, 500 mg. of 
aspirin (acetylsalicylic acid) and 75 mg. of aluminum hydroxide (present as the dried gel). 


dexamethasone with aspirin | and aluminum hydroxide *The term “‘antidoloritic’’ has been coined by Merck Sharp & Dohme to describe an agent designed 
to allay pain associated with inflammation — dolor = pain, itic = associated with inflammation. 


FO R CON Ss E RVATIVE MANAG E M ENT DEcacEsic and DECADRON are trademarks of Merck & Co., Inc. 
OF MUSCULOSKELETAL SYNDROMES & MERCK SHARP & DOHME « Division of Merck & Co., Inc., West Point, Pa. 
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Whether it is pollinosis, rhinitis due to other inhalants, 
allergic asthma, asthmatic bronchitis in children, eczema, 
or food sensitivity . . . regardless of the number or nature 
of the offending allergens . . . a daily injection of Anergex 
for 6 to 8 days usually provides prompt relief that persists 
for months in most patients. 


Anergex is nonspecific in action. Its effectiveness against 
most allergens eliminates skin testing and long drawn-out 
desensitizing procedures. In contrast to the antihistamines 


_and other drugs that provide only temporary symptomatic 


relief, Anergex induces a prolonged allergy-free state. 


ergy-free for 


with a one week course of daily 


injections 
Marked improvement or’complete relief has been reported 
in over 70 per cent of more than 5,000 patients*. Anergex 
appears more effective when given during exposure to the 
offending allergens. Relief is prompt; the patient “‘often 
feels better by the time he has had 3 or 4 doses’’*. Anergex 
is safe; no systemic reactions have ever been reported. 


Available: Vials of 8 ml.—one average treatment course. Each ml. 
contains 40 mg.-specially prepared extractive substances obtained 
from the Toxicodendron quercifolium plant. 


*WRITE FOR LITERATURE AND REPRINTS 


the new concept for the treatment of allergic diseases 


MULFORD COLLOID LABORATORIES PHILADELPHIA 4, PENNSYLVANIA 


oo PATENT APPLIED FOR 
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Peri-Colace meets 

the three major criteria 

for an effective laxative 

as established by physicians" 


from griping or 

other wrritating 

side effects 


2. clinically 
proven 
effectiveness 


3. predictable 
action 


| 


*Results of a survey of over 1,000 physicians conducted 
by the Bureau of Research, Inc., 555 W. Jackson Blvd., 
Chicago 6, Illinois (April, 1960). 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


| 
| 


in ano-rectal disorders 


PERI-COLACE 


Anthraquinone derivatives from cascara and dioctyl sodium sulfosuccinate, Mead Johnson 


reduces pain and trauma by eliminating constipation 


Or “Bowel movements were formed, soft, and expelled without damage or 
TT irritation to the rectum, and without extrusion of hemorrhoids, even 


when the latter had been a deterrent to the use of laxatives.’”? 


Peri-Colace, a unique combination of Peristim® and Colace® (dioctyl 
b sodium sulfosuccinate), eliminates the need for postsurgical enemas in 
9 out of 10 patients.’ 


Experience in practice has shown the unusual dependability of Peri- 
p Colace.’*> Promptly, yet gently, it induces bowel evacuation in most 
patients within 8 to 12 hours. 


References: (1) Smigel, J. O.; Lowe, K. J.; Hosp, P. H., and Gibson, J. H.: M. Times 86:1521-1526 
(Dec.) 1958. (2) Lamphier, T A., and Lyman, F. L.: J. Internat.. Coll. Surgeons 31 :420-423 (April) 
1959. (3) Lamphier, T. A.: Am. J. Proctol. 8:442-444 (Dec.) 1957. (4) Broders, A. C., Jr.: Am. J. 
Digest. Dis. 2:483-486 (Sept.) 1957. (5) Turell, R.: Current M. Digest 26:61-69 (Feb.) 1959. 
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because their physician has kept | 
her baby well nourished, healthy —and 


free from diaper rash 


OINTMENT 


Protects against irritation of urine and excrement; 
markedly inhibits ammonia-producing bacteria; 


soothes, lubricates, stimulates healing. 


N For samples of Desitin Ointment, pioneer extérnal cod liver oil therapy, write... 


DESITIN cuemicat company 
812 Branch Avenue, Providence 4, R.1. 


New York examinations in June. 
Address Dr. John W. Paige, chief, Bureau 
of Professional Examinations and Regis- 
trations, 23 S. Pearl St., Albany. 


North Carolina examinations _first 
week in July at Raleigh. Address Joseph 
H. Huff, D.O., secretary, Board of Osteo- 
pathic Examination and Registration, 330 
W. Front St., Box 1177, Burlington. 


North Dakota examinations in July. 
Address M. J. Hydeman, D.O., secretary, 
Board of Osteopathic Examiners, 417% 
Broadway, Bismarck. 


Ohio examinations in June. Appli- 
cations must be filed 2 weeks in advance. 


A-% 


Address H. M. Platter, M.D., secretary, 
Medical Board, 21 W. Broad St., Colum- 
bus 15. 


Oregon examinations in July. Ad- 
dress Mr. Howard I. Bobbitt, executive 
secretary, Board of Medical Examiners, 
609 Failing Bldg., Portland 4. 


Pennsylvania examinations July 11- 
13 at the Philadelphia College of Oste- 
opathy, 48th & Spruce Sts., Philadelphia. 
Applications must be filed 15 days in 
advance, together with the intern training 
certificate. Address Mrs. Katherine M. 
Wollet, secretary, Bureau of Professional 
Licensing, 501 Education Bldg., Harris- 
burg. 


Rhode Island examinations July 7- 
8. Address Mr. Thomas B. Casey, Admin- 
istrator of Professional Regulation, 366 
State Office Bldg., Providence. 

Basic science examinations August 9, 
Address Mr. Casey. 


South Carolina examinations June 
20. Address Ernest A. Johnson, D.O., sec- 
retary, Board of Osteopathic Examiners, 
Box 525, Summerville. 


South Dakota examinations July 
18-19. Address Mr. John C. Foster, ex- 
ecutive secretary, Board of Medical and 
Osteopathic Examiners, Room 300, First 
National Bank Bldg., Sioux Falls. 

Basic science examinations first week 
in June. Applications must be filed 2 
weeks in advance. Address Gregg M. 
Evans, Ph.D., secretary, Basic Science 
Board, Box 506, Yankton. 


Tennessee examinations in July at 
Nashville. Address M. E. Coy, D.O., 
secretary, State Board of Examination 
and Registration for Osteopathic Physi- 
cians, 1226 Highland, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 62 S. Dunlap, Memphis 3. 


Utah examinations third week in 
June. Applications must be filed 10 days 
prior to examinations. Address Mr. Frank 
E. Lees, director, Registration Division, 
Department of Business Regulation, State 
Capitol, Salt Lake City 14. 


Vermont examinations in June. Ad- 
dress Charles D. Beale, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, Mead Bldg., Rutland. 


Virginia examinations in June. Ad- 
dress Russell Cox, M.D., secretary, Board 
of Medical Examiners, 505 Washington 
St., Portsmouth. 


Washington examinations in July. 
Address Mr. Thomas A. Carter, secretary, 
Professional Division, Department of Li- 
censes, Olympia. 

Basic science examinations in July. 
Applications must be filed 15 days prior 
to examinations. Address Mr. Carter. 


West Virginia examinations in June. 
Address Donald C. Newell, D.O., secre- 
tary, Board of Osteopathy, 137% Main 
St., Oak Hill. 


Wisconsin examinations in July at 
Milwaukee. Applications must be filed 2 
weeks prior to examinations. Address 
Thomas W. Tormey, Jr., M.D., secretary, 
Board of Medical Examiners, Room 28, 
115 So. Pinckney St., Madison 2. 


Wyoming examinations in June at 
Cheyenne. Address James W. Sampson, 
M.D., secretary, Board of Medical Exam- 
iners, State Office Bldg., Cheyenne. 


Ontario examinations in June. Ad- 
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suppresses gastric acid secretion at the parietal meu level 
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NACTON®... Has been shown to suppress gastric acid secretion for as long as 8 to 9 
hours.! ‘‘.. .reduces the total output of gastric HC] by about 60%.’’? 


Decreases hypermotility of stomach and bowel.*’ 
Aids healing of peptic ulcer.* 


Unusually low incidence of side effects."*? | 


NACTON TABLETS...4 mg. 

Average effective dose: 

4 mg. three or four times daily 
Typical gastric secretory gland. 
A—chief cell (pepsin-producing). 
B—parietal cell (acid-producing). 


NACTON effectively inhibits gastric 
acid production by the parietal cells. 


References: 

1. Douthwaite, A. H., and Hunt, J. N.: Effect of ‘‘Nacton” in Patients with Duodenal Ulcer, Brit. Med.J. 1:1030-1034 (May 3) 1958. 2. Douthwaite, A. H.: The Development of the Treatment of Duodenal 
Ulcer, Proc. Roy. Soc. Med. 51:1063-1068 (Dec.) 1958.3. Steigmann, F.; The, Problems of Side Effects in Anticholinergic Therapy, to be published. 4. Grossman, M. I., and Tuttle, S. G.: Clinical 
Report to McNeil Laboratories. 5. Texter, E. C.: Clinical Report to McNeil Laboratories. 6. Cayer, D., and co-workers: Clinical Report to McNeil Laboratories. 7. Lorber, S. H.: Clinical Report to 
McNeil Laboratories. 8. Walker, G. F.: Th ics; Gastric Sedatives, Brit. J. Clin. Pract. 13:362 (May) 1959. 9. Douthwaite, A. H., Hunt, J. N., and MacDonald, |.: A Long-Acting inhibitor of 


Gastric Secretion, Brit. Med. J. 2:275-276 (Aug. 3) 1957. 


[Mc NEI L| McNeil Laboratories, inc. « Philadelphia 32, Pa. 
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there is no question 
in allergic dermatoses 


rapid relief of itching, associated symptoms 


POLARAMINE provides unexcelled antihista- 
minic effectiveness with minimal dosage for i 
your patients with allergic dermatoses. Itching, . 
inflammation quickly cease, exudation mark- 
edly diminishes and healing commences. Your 
patients look better, feel better because the 
rapid improvement you can expect with 
PoLARAMINE helps resolve unsightly lesions 
and controls itching—puts an end to uncom- 
fortable days and sleepless nights. 


For daylong or nightlong control, PoLARAMINE 
Repetass®, 4 and 6 mg., afford prolonged 
relief, eliminate repeated taking of medication. 


Also available as Tablets, 2 mg., and Syrup, 2 mg./5 cc. 
For complete details, consult latest Schering literature 
available from your Schering Representative or Medical 
Services Department, Schering Corporation, Bloomfield, 
New Jersey. 


PoLaRamINe® Maleate, brand of dexchlorpheniramine maleate. 
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after eleven million treatment courses... 
consistently broad antibacterial action 


brand of nitrofurant 


oin 
~ ® through the years...consistently broad 
U ‘f a a n i n _ antibacterial action against urinary 
tract pathogens —“It was interesting 


to observe that nitrofurantoin [FURADANTIN] showed a consistent in vitro effectiveness 
against the bacteria tested throughout the four year period, thus revealing negligible develop- 


ment of bacterial resistance, if any, through the years.” soni, c.R.,et al.: Antibiot. Chemother. (Wash.) 10:694, 1960. 
*Conservative estimate based on the clinical use of FURADANTIN tablets and Oral Suspension since 1953. 


rapid, safe control of infection throughout the urinary system 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N.Y. 
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dress D. Gordon Campbell, D.O., sec- 
retary, Board of Directors of Osteopathy, 
2 Bloor St., E., Toronto 2. 


Saskatchewan professional and ba- 
sic science examinations at Saskatoon in 
June. Address Anna Northup-Little, D.O., 
2228 Albert St., Regina. 


Reregistration 
of osteopathic licenses 


Before June 30—Delaware $20.00. 
Address Joseph S. McDaniel, M.D., sec- 
retary, Board of Medical Examiners, 
Professional Bldg., Dover. 


June 30—Hawaii, $5.00 residents; 
$2.00 nonresidents. Address Richard Y. 
Kodama, D.O., secretary-treasurer, Board 
of Osteopathic Examiners, 826 Keeaumo- 
ku St., Honolulu 14. 


June 30—Missouri, $2.50. Notices for 
registration will be sent to the last known 
address the first week of June. Address 
Mr. John A. Hailey, executive secretary, 
Board of Registration for the Healing 
Arts, Box 4, Jefferson ‘City. 


June 30—Virginia, $1.00. Address Rus- 
sell Cox, M.D., Board of Medical Exam- 
iners, 505 Washington St., Portsmouth. 


June 30—Wyoming, $2.50. Address 
James W. Sampson, M.D., secretary, 
Board of Medical Examiners, State Office 
Bldg., Cheyenne. 


July 1—Idaho, $10.00. Address Mrs. 
Nan K. Wood, director, Occupational 
License Bureau, Department of Law En- 
forcement, State House, Boise. 


July 1—Iowa, $1.00. Address Mr. Her- 
man W. Walter, assistant secretary, Board 
of Osteopathic Examiners, 519-20 Insur- 
ance Exchange Bldg., Des Moines. 


July 1—Kansas, $5.00. Address Francis 
J. Nash, M.D., treasurer, Board of Heal- 
ing Arts, New Brotherhood Bldg., Kansas 
City, Kans. 


July 1—Michigan, $5.00. Address Roy 
G. Bubeck, Jr., D.O., treasurer, Board of 
Osteopathic Registration and Examina- 
tion, 2851 Clyde Park Ave., S.W., Grand 
Rapids 9. 


July 1—New Mexico, $5.00. Address 
L. D. Barbour, D.O., treasurer, Board of 
Osteopathic Examination and Registra- 
tion, Box 710, Roswell. 


July 1—North Dakota, $3.00. Address 
M. J. Hydeman, D.O., treasurer, Board 
of Osteopathic Examiners, 417% Broad- 
way, Bismarck. 


July 1—Oklahoma, $2.00. Address G. 
R. Thomas, D.O., treasurer, Board of 
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NWICOZOL’ COM 


ORIGINAL FORMULA 


Now Gerviatuie Tonie Plimulant 


NICOZOL COMPLEX is a cerebral stimulant-tonic and dietary 
supplement intended for geriatric use. improves mental and 
physical well-being. Improves protein and calcium metabolism. 
Indicated during convalescence, also as a preventive agent in 


common degenerative changes. 
Dosage: 

1 teaspoonful (5 cc) 3 times a day, 

Preferably before meals. Female pa- 


tients should follow each 21-day 
course with 9 7-day rest interval. 


DRUG 


Specialties 


NICOZOL COMPLEX is avall- 
able as a pleasant-tasting 
elixir. 
Bottles of 1 pint and 1 


Write for professional sample and literature. 


WINSTON-SALEM 1, NORTH CAROLINA a 


Sif pG: 


Popularly priced. 
gallon. 


Osteopathy, 2923 N. Walker, Oklahoma 
City 3. 


July 1—West Virginia, $2.00. Address 
Donald C. Newell, D.O., treasurer, Board 
of Osteopathy, 137% Main St., Oak Hill. 


Examination 
by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Inc. 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 


be obtained from the secretary of the 
Board or the dean of the college, and the 
completed application blank, together 
with check for the part to be taken, must 
be in the secretary’s office by the No- 
vember 1 or April 1 preceding the ex- 
amination. 

Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 
general pathology; and bacteriology, in- 
cluding parasitology and immunology. 

Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties, neu- 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
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Each 15 cc (3 teaspoonfuls) contains: | ie 
Methyl Testosterone 2.5 mg. 
Ethiny! Estradiol ..................0.02 mg. 
Thiamine Hydrochloride ........ 6 mg. 
Hydrochloride ...... 6 mg. 
B12 2 MOB. i 
Choline Bitartrate 20mg. 
I-Lysine Monohydrochioride 100 mg. 
tron (as Ferric Pyrophosphate) 15 mg 
Trace as: lodine | 
Magnesium 2 mg., Manganese ‘ 
Cobait Ol me dinc 
Contains 15% Alcohol 
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THIORIDAZINE HCI 


‘provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 


and ‘‘screens out’’ 
certain side effects 
of tranquilizers, 
making it 

virtually free of: 


ATION 


DICE 
M 


ASIA 


SENSITIVITY 


“The value of the phenothiazines as tranquilizers has been established. [However] many distressing side 


effects have been reported with these drugs....Thioridazine [Mellaril] is as effective as the best available 
phenothiazine, but with appreciably less toxic effects than those demonstrated with other phenothiazines.”' 


In Geriatrics “This is the third time the authors have evaluated a tranquilizer in a geriatric group. 
Our feeling is that Mellaril is superior to the other two, both of which were phenothiazine derivatives.””? 


Mellaril is indicated for varying degrees of agitation, apprehension, and anxiety in both 
ambulatory and hospitalized patients. 


Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic patients — 100 mg. t.i.d. 
Dosage must be individually adjusted until optimal response. Maximum recommended dosage: 
800 mg. daily. Supply: Mellaril Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 

1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 
1959. 2. Sudan i Murphree, O., and Seager, L.: Am. J. Psychiat. 115:1118, June 1959. 
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teopathic principles, therapeutics, includ- 
ing pharmacology and materia media. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first six months of a 
l-year internship in a hospital approved 
for intern training. Part III is given an- 
nually. 

All candidates who are now serving an 
internship may file an application for 
Part III when 6 months of the internship 
have been completed. All others eligible 
for Part III whose internship of 1 year 
has been completed may file at any time. 
All applications must reach the office of 
the secretary not less than 30 days prior 
to the examination. 

All candidates are reminded that the 
examinations must be completed within 
a period of 7 years. Candidates who 
took Part I in 1954 must take Part III in 
1961 or forfeit the right to complete the 
examinations. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteop- 
athy; Part II, satisfactory completion of 
Part I and of the first two quarters or 
trimesters of the senior year in an ap- 
proved osteopathic college; Part III, sat- 
isfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. 

Address all communications to Paul 
van B. Allen, D.O., secretary, 4425 N. 
Meridian St., Indianapolis 8. 


Coronary 


thrombosis* 


Dr. Pierre Rentchnick 
Geneva (Switzerland) University Clinic 


Though its frequency is increasing, this 
disease also may be preventable 


As little as 35 years ago, many doctors 
in Europe and the United States had no 
clear idea of coronary thrombosis and 
could therefore not diagnose it. Today, 
since President Eisenhower's _ illness, 


®Reprinted from World Health, May-June, 1960. 
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when allergies separate a man from his work 
Florists may develop allergies to flowers, insecticides and Holland 
bulbs... housewives to dust and soap...farmers to pollens and molds. 
All types of allergies— occupational, seasonal or occasional reactions 
to foods and drugs—respond to Dimetane. With Dimetane most 
patients become symptom free and stay alert, and on the job, for 
Dimetane works...with a significantly lower incidence! of the annoy- 
ing side effects usually associated with antihistaminic therapy. 


Dimetane 


ytental 


parabromdylamine [brompheniramine] maleate 


reliably relieve the symptoms...seldom affect alertness 


Supplied: pimeTaNne Extentabs®—12 mg. « DIMETANE Tablets—4 mg. « DIMETANE Elixir—2 
mg./5 cc. References: 1. Lineback, M.: The Eye, Ear, Nose and Throat Monthly 39:342 
(April) 1960. 2. Fuchs, A. M. and Maurer, M. L.: New York J. Med. 59:3060 «gm 


(August 15) 1959. 3. Kreindler, L. et al.: Antibiotic Med. a 
6:28 (Jan) 1959. 4. Schiller, I. W. and Lowell, F. C.: New England J. Med. @ 

(Sept. 3) 1959. 5. Edmonds, J. T.: The Laryngoscope 69:1213 (Sept.) 1959. 
6. Horstman, H. A.: Am. Pract. & Digest Treat. 10:96 (Jan.) 1959. 
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Clin. Therapy # 


Scene 


A.H. ROBINS CO., INC., RICHMOND 20, 


Making today’s medicines with integrity... seeking 


’s with p 


which spread knowledge about it in the 
United States and in many other coun- 
tries, the public thinks it knows practi- 
cally everything about this disease. 

Coronary thrombosis was not recog- 
nized till a century after the discovery 
of angina pectoris, with which it is nev- 
ertheless closely associated. Its recog- 
nition was principally the work of Ger- 
man scientists who frequently carried out 
postmortem examinations in order to in- 
crease knowledge of the common causes 
of death. Although admitting the sci- 
entific existence of the disease, practicing 
doctors continued to ignore it, because 
they had no way of diagnosing it. 

In the eighteenth century, a physicist 
named Galvani, living at Bologna, made 


the fundamental observation that the 
nerve of a frog’s leg conducts an electric 
current, and that the current also acti- 
vates the muscle. Some years later Mat- 
teuci of Forli noted that muscular con- 
traction generates an electric current. 
It was not until the year 1887, however, 
that an English scientist, Waller, ob- 
served that, if electrodes are placed di- 
rectly on the surface of a frog’s heart, 
each beat is accompanied by an action 
potential, a potential that can be ob- 


tained in man by placing the electrodes - 


on the skin. 

The next great advance came at the 
beginning of the century through the 
work of a Dutch scientist, Willem Ein- 
thoven, who in 1924 was rewarded with 
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inside as well 
as outside 
the hospital... 


staphylococci ® 
sensitive to 


(chloramphenicol, Parke-Davis) 


IN VITRO SENSITIVITY OF 250 STRAINS OF STAPHYLOCOCCI 
TO CHLOROMYCETIN AND TO FOUR OTHER ANTIBIOTICS* 


CHLOROMYCETIN 
Antibiotic A 


Antibiotic C 


Antibiotie D 21% 


718% 


45% 


These strains of coagulase-positive staphylococci were isolated from hospitalized patients at a large 
county hospital. during the year 1959. Sensitivity tests were done by the disc method. 
*Adapted from Bauer, A. W.; Perry, D. M., & Kirby, W. M. M.: J.A.M.A. 173:475, 1960. 


Warning: Serious and even fatal blood dyscrasias (aplastic 
anemia, hypoplastic anemia, thrombocytopenia, granulo- 
cytopenia) are known to occur after the administration of 
chloramphenicol. Blood dyscrasias have occurred after 
short-term and with prolonged therapy with.this drug. 
Bearing in mind the possibility that such reactions may 
occur, chloramphenicol should be used only for serious in- 
fections caused by organisms which are susceptible to its 
antibacterial effects. Chloramphenicol should not be uséd 
when other less potentially dangerous agents will be effee- 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is availablé in vari-. 
ous forms, including Kapseals® of 250 mg., in bottles of 16 and 100. , PARKE-DAVIS 


See package insert for details of dosage and administration. 51381 


tive, or in the treatment of trivial infections such as colds, 
influenza, viral infections of the throat, or as a prophy- 
lactic agent. 


Precautions: It is essential that adequate blood studies 
be made during treatment with the drug. While blood 
studies may detect early peripheral blood changes, such as 
leukopenia or granulocytopenia, hefore they..become irre- 
versible, such studies cannot be relied upon to detect bone 
marrow depression prior to development of aplastic anemia. 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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In acute and chronic diarrhea the most effective symptomatic 


Sorboquel 


(polycarbophil-thihexinol methylbromide) 


tablets 


action 1 fast action 2 


for too fluid feces: for too frequent evacuations: 
Exceptional water-binding Superior, yet selective, 

capacity of polycarbophil to nonopiate antimotility action f 
absorb free fecal water of thihexinol methylbromide 


(Complete information regarding the use of Sorboquel Tablets is available on request.) 


dosage: For older children and adults, initial dosage of one SORBOQUEL Tablet q.i.d. is usually adequate. Severe diarrheas may require 
six, or even eight, tablets in divided daily doses. (Dosages exceeding six tablets a day should not be employed over prolonged periods.) 


Supplied: Sorboquel Tablets, bottles of 50 and 250. Each tablet contains 0.5 Gm. polycarbophil and 15 mg. thihexinol methylbromide. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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THE SUPERIOR SYSTEMIC ANTI-INFLAMMATORY ENZYME 


to control inflammation, swelling 
and pain in ACCIDENTAL TRAUMA 
and general surgery” 


In a study of 491 cases that included 47 fractures, 
45 tonsillectomies, 61-herniotomies and 31 cyst re- 
movals, it was concluded that: ‘‘chymotrypsin re- 
duces or prevents traumatic and surgical edema 
and hematoma, accelerates absorption of blood and 
lymph effusions, reduces pain, promotes wound- 
healing, and may enhance or augment the action 


of antibiotics. 


route to 
1. Cigarroa,.LG.: J. Internat. Coll. Surgeons 34:442, faster 
1960. 2. Teitel, L. H., et a/.: Indust. Med. 29:150, ‘ 
1960. 3. Billow, B. W., et a/.: Southwestern Med. healing at 


41:286, 1960. 


ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS + Armour Means Protection 


any location 


for one thing 


ete CHYMAR 


Chymar Aqueous and Chymar (in oil) contain chymotrypsin, a 


proteolytic enzyme with systemic anti-inflammatory and antiede- 
matous properties ACTION: Reduces inflammation of all types; 
reduces and prevents edema except that of cardiac or renalorigin; 
hastens absorption of blood and lymph extravasates, restores local 
circulation; promotes healing; reduces pain. INDICATIONS: 
Chymar ts indicated in respiratory conditions to liquefy thickened 
secretions and suppress inflammation of mucosa and bronchiolar 
tissue, in accidental trauma to speed reduction of hematoma and 
edema, in y dermatoses to ite acute inflam- 
mation in conjunction with standard therapies; in gynecologic 
conditions to suppress inflammation and edema and stimulate 
healing, in surgical procedures to minimize surgical trauma with 
inflammation and swelling; in genito-urinary disorders to reduce 
pain and promote faster resolution, in ophthalmic and otorhinol- 
aryngic conditions to lessen h it edema and y 
changes; in dental procedures to lessen pain and gum tissue 
trauma, with inflammation and swelling, in reaction to extractions 
or surgery PRECAUTIONS: Chymar and Chymar Aqueous are for 
intramuscular injection only Although sensitivity to chymotrypsin 
is uncommon, allergic or anaphylactic reactions may occur as with 
any foreign protein. The usual remedial agents should be readily 
available in case of untoward reaction. Precautions (scratch test- 
ing for Chymar, scratch or intradermal testing for Chymar Aqueous) 
should be exercised in those patients with known or suspected 
allergies or sensitivities. DOSAGE: 0.5 cc. to 1.0 cc. deep intra- 
muscularly once or twice daily, depending on severity of condition. 
Decrease frequency as course of condition is altered. In chronic 
or recurrent conditions, 0.5 cc. to 1.0 cc. once or twice weekly. 
SUPPLIED: 5 cc. vials, 5000 Armour Units of proteolytic activity 
per cc. 


mae © Jan. 1961, A. P. Co. 
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the Nobel Prize. To him we owe modern 
electrocardiography, its laws, and its ap- 
plications to clinical medicine. Since 
then techniques have improved, but 
the principle has remained the same: 
The action potentials arising from the 
heart’s activity are picked up by an elec- 
tronic amplifier, and, recorded graphi- 
cally, they show characteristic waves. 
From the moment the cardiac mishap 
called coronary thrombosis could be 
linked with a characteristic change in 
these waves, its diagnosis became a pos- 
sibility. The credit for this advance goes 
to an American, Harold E. B. Pardee. 
This fundamental discovery was the 
starting-point of countless pieces of re- 
search work which were to furnish doc- 
tors with a diagnostic tool as valuable 
in heart disease as radiography is in tu- 
berculosis of the lung. 


CORONARY THROMBOSIS 
DEVELOPS SLOWLY 


The feeling that an iron hand is com- 
pressing the heart, well known to suf- 
ferers from angina pectoris, already in- 
dictates an impairment of the coronary 
arteries — coronary arteritis —of which 
thrombosis is the final and most serious 
stage. The heart uses a great deal of 
oxygen, and is amply supplied with blood 
by two special arteries coming directly 
off the aorta, the coronary arteries. When 
these arteries lose their elasticity from 
the thickening of their walls with de- 
posits of cholesterol—the condition known 
as arteriosclerosis—they are no longer 
able to supply the heart muscle with an 
adequate amount of blood. The result 
is tissue malnutrition, often revealed by 
constrictive pain in the thoracic region. 
It is a general phenomenon that every 
functioning muscle becomes painful when 
its oxygen supply drops below its needs, 
as occurs for example in the muscles of 
the calf when there is narrowing or oc- 
clusion of the arteries of the lower limbs. 
The inadequate supply of oxygen to the 
heart will show, even at this early stage, 
in wave changes in the electrocardio- 
gram. 

When instead of a simple narrowing of 
the coronary arteries there occurs a com- 
plete obstruction because of the forma- 
tion of a clot (thrombosis), the blood 
flow is interrupted and the area of mus- 
cle receiving blood from that artery is 
deprived of its supply. This portion of 
the heart muscle loses its capacity of 
contracting and before long becomes ne- 
crotic, a development called infarction. 
On the electrocardiogram this “death” 
of a portion of the heart muscle can 
easily be detected by the presence of a 
Pardee wave. Depending on where the 
necrotic area is, death may follow im- 
mediately—and does in about 10 per 
cent of cases. The necrosis may in fact 
traverse the whole thickness of the wall 
of the heart, which becomes literally 
perforated. But in most cases, with 
present methods of treatment, the infarc- 
tion is gradually cured (by scar forma- 
tion) after complete rest for perhaps six 
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PRENATAL 
SUPPORTS 


definite support to 
loosened joints and 
pelvic girdle instability 
during pregnancy 


S. H. Camp and Company, Jackson, Michigan 
S. H. Camp and Company of Canada, Ltd., Trenton, Ontario 


Scientifically designed Camp prenatal 
supports offer the pregnant patient 
relief and protection in three specific 
areas: the abdominal wall, the pelvic 
girdle and the back. The reports of 
many obstetric authorities indicate 
prenatal supports help relieve tension 
on the abdominal walls and reduce 
discomfort from stretching muscles, 
cause a decrease in the appearance 
of striae gravidarum, improvement of 
muscular tone, and aid the return of 
venous blood from the extremities— 
thus diminishing the occurrence of 
varicose veins and edema. By func- 
tionally realigning the pelvis, support 
of the weight is transferred from the 
spine to the pelvis, posture is improved 
and better body balance created with- 
out undue constriction at any point. 
Camp manufactures lightweight non- 
supporting maternity girdles, garter 
belts and panty girdles as well as a 
complete selection. of the sturdy sup- 
port types illustrated below. There is 
a Camp garment available to accom- 
modate any of your patient’s prenatal 
requirements. 


to eight weeks. All epidemiological in- 
vestigations show that coronary throm- 
bosis has increased in frequency. Mor- 
tality from this cause in the United 
States was 20 per 100,000 in 1930, and 
70 per 100,000 in 1949. A similar de- 
velopment has been observed in Euro- 
pean countries, with considerable varia- 
tions according to geographical area and 
class of population. It has also been 
observed that coronary thrombosis is 
much less frequent among the Bantus, 
the Japanese, and the Nigerians. On the 
basis of these differences, an attempt has 
been made to single out factors that 
play a part in the development of the 
disease: constitutional and hereditary fac- 
tors, factors related to way of life and 
especially to consumption of foodstuffs 


rich in fats and particularly in choles- 
terol, physical exercise, mental stress, 
and the consumption of alcohol and to- 
bacco. Statistics in some countries tend 
to show that coronary thrombosis is com- 
moner among the wealthier classes— 
their physical activity is less, their diet 
richer in fats, and their cigarette con- 
sumption higher. 


FAT, TOBACCO AND ALCOHOL 


From the scientific point of view, it was 
logical to pay special attention to eating 
habits, for the coronary arteries in infarc- 
tion are characterized by a thickening of 
their inner walls chiefly due to deposits 
of fatty material among which cholesterol 
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For long-term control of hypertension, all 
the benefits of thiazide-rauwolfia therapy 
...plus specific, physiologic vasodilation 


Protoveratrine A vasodilation produces “the most 
physiologic, hemodynamic reversal of hypertension.”! 
Only Salutensin offers your patient the advantages of 
protoveratrine A, a specific vasodilating agent, in com- 
bination with basic thiazide-rauwolfia therapy. Proto- 
veratrine A is credited with producing “the most physi- 
ologic, hemodynamic reversal of hypertension.’ It acts 
on the blood pressure reflex receptors?® in the carotid 
sinus, heart and aorta to produce widespread periph- 
eral vasodilation, increase renal blood flow, and re- 
lieve tachycardia. Because of the potentiating effect of 
Saluron, the diuretic component in Salutensin, the 
quantity of protoveratrine A in Salutensin is small 
enough to eliminate or reduce to a minimum the risk 
of unpleasant “‘veratrum”’ side effects. 


A logical combination of actions, a single result: anti- 
hypertensive potentiation with reduced side effects. 
With Salutensin, you can resolve the problem of treat- 
ing hypertension by means of this more logical anti- 
hypertensive approach—antipressor diuresis, mild 
sedation and specific peripheral vasodilation. Saluten- 
sin combines Saluron, a more effective ‘dry-weight’ di- 
uretic which produces up to 60% greater excretion of 
sodium than does chlorothiazide;® reserpine, for mild 
tranquilizing and vasorelaxant effects; and protovera- 
trine A, to relieve arteriolar constriction and reduce 
peripheral resistance. The potentiating /additive effects 
of these antihypertensive agents®*.5.10-13 have been 
found to give a greater total therapeutic effect at dosage 
levels of each agent which reduce the incidence and 
severity of their side reactions. 


Added advantages for long-term or difficult patients. 
Salutensin is indicated for almost every patient with 


essential hypertension who requires treatment. It will 
reduce blood pressure (both systolic and diastolic) to 
normal or near-normal levels, and maintain it there, 
in the great majority of cases. Patients on thiazide/rau- 
wolfia therapy often experience further improvement 
when transferred to Salutensin. Patients who no longer 
respond to thiazide/rauwolfia may be spared the dis- 
turbing side effects of more potent antihypertensives 
by transferring them to Salutensin or by using Salu- 
tensin as their basic regimen. And Salutensin therapy 
is economical and convenient. 

Each Salutensin tablet contains: 50 mg. Saluron (hydroflume- 
thiazide), 0.125 mg. reserpine, and 0.2 mg. protoveratrine A. See 
Official Package Circular for complete information on dosage, 
side effects and precautions. 


Supplied: Bottles of 60 scored tablets. 


References: 1. Fries, E. D.: In Hypertension, ed. by J. H. Moyer, Saun- 
ders, Phila., 1959, p. 123. 2. Brest, A. N. and Moyer, J. H.: J.A.M.A. 
172:1041 (Mar. 5) 1960. 3. Grollman, A.: Pharmacology and Therapeu- 
tics, Lea & Febiger, Phila., 1960, p. 482. 4. Winer, B. M.: Circulation 
22:1074 (Dec.) 1960. 5. Martz, B. L.: J. Indiana M. A. 52:1779 (Oct.) 
1959. 6. Fries, E. D.: South M. J. 51:1281 (Oct.) 1958. 7. Finnerty, F. A. 
and Buchholz, J. H.: GP 17:95 (Feb.) 1958. 8. Gill, R. J., et al.: Am. 
Pract. & Digest Treat. 11:1007 (Dec.) 1960. 9. Ford, R. V. and Nickell, J.: 
Ant. Med. & Clin. Ther. 6:461, 1959. 10. Brest, A. N. and Moyer, J. H.: 
J. South Carolina M.A. 56:171 (May) 1960. 11. Wilkins, R. W.: Postgrad. 
Med. 26:59 (July) 1959. 12. Gifford, R. W., Jr.: Read at the Hahnemann 
Symp. on Hypertension, Phila. Dec. 8 to 13, 1958. 13. Fries, E. D., et 
al.: J.A.M.A. 166:137 (Jan. 11) 1958. 


SALUTENSIN 


(hydroflumethiazide, reserpine, protoveratrine A—antihypertensive formulation) 


BRISTOL LABORATORIES 
0 Division of Bristol-Myers Co. / Syracuse, N.Y. 


Also available—for edema, hypertension...when a thiazide alone is enough: 
SALURON"(hydroflumethiazide) the‘dry-weight’ diuretic with long-term benefits 
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SWISS TESTS INDICATE DENTAL CARIES IN 
CHILDREN CAN BE REDUCED AS MUCH AS 
84.8% WITH CONTROLLED USE OF SODIUM,” 


FLUORIDE TABLETS* 


FOR THE INDIVIDUAL SYSTEMIC CONTROL 
OF DENTAL CARIES IN CHILDREN... 


= reduction in tooth decay. 


IN YOUR PRACTICE, SUGGEST ... 


Thousands of physicians and dentists are prescribing KARIDIUM for use 
in rural areas; in cities where community fluoridation has not begun; 
and for patients where rampant caries is a serious problem. It has 
also been used with success, prenatally. 

For HOME FLUORIDATION, one tablet (or 8 drops liquid Karidium) in a 
quart of water provides the recommended fluoride concentration — 
one part per million. Karidium may also be used with fruit juices, 
milk, formula or taken as other solid medication. 

Chemically pure sodium fluoride is the active ingredient in a 1.5 grain 
tablet (8 drops liquid). Each tablet or 8 drops liquid yields 1 mg. 
fluoride ion. (Karidium is not indicated in a strict salt free diet.) 
Parents should be instructed that sodium fluoride should be taken 
conscientiously throughout the period of tooth formation for maximum 


= Complete schedules, literature and clinical samples available. Karidium 


G.P. Dec. 1960 


is patented in U.S.A. and Canada. 


©, Supplied: Tablets, bottles of 180 and 1000. 
Liquid, 60 cc. plastic dropper bottles. 
* Hall, E. W., “The Family Doctor & Preventive Dentistry’ 


‘LORVIC Corporation 


£Ou1s 12, 


is abundant. Among some sections of the 
population it has been observed that 
when the amount of fat in the every-day 
diet is high the cholesterol level in the 
blood also tends to be high, and vice 
versa. 

Among all the populations so far 
studied, those with a diet poor in fats 
are those which seem to have a relatively 
low incidence of arteriosclerosis, angina 
pectoris and infarction. In prosperous 
countries like the United States and Can- 
ada, more and more fat is being eaten. 
In some of the less developed countries, 
the proportionate increase in fat con- 
sumption is even greater. In Japan, for 
example, where very little fat used to 
be eaten, the consumption is at present 
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five times greater than it was immedi- 
ately after the war. 

Investigations into the part played by 
tobacco in the causation of cancer of the 
lung have shown incidentally that mor- 
tality from coronary thrombosis is higher 
in heavy smokers. It is surprising how 
frequently sufferers from coronary throm- 
bosis turn out to have smoked large 
numbers of cigarettes (40 to 60 a day) 
up to the time of their heart attack. The 
action of nicotine on the arteries of the 
arms and legs is known—a temporary 
constriction causing a cooling of the skin 
—but we know less about its action on 
the coronary arteries. 

As concerns the effects of alcohol on 
the development of coronary thrombosis, 


views at present are divided and fresh 
evidence is needed. 

Periodic medical examinations will un- 
doubtedly make it possible to prevent 
some cases of coronary thrombosis, 
Examinations should extend to blood 
pressure, fluoroscopy of the chest to 
determine the size of the heart, electro- 
cardiograms, weighing, a history of fam- 
ily antecedents, and details of cigarettes 
and alcohol consumption, and of the 
amount of physical exercise taken. Deter- 
mination of blood cholesterol level (in 
two different laboratories, for the methods 
used often give different results in dif- 
ferent places) may also be of help to the 
doctor. 

Knowledge accumulated in recent years 
enables the doctor to tell his patient 
authoritatively that he must watch his 
weight carefully and cut down his diet. 
If the patient has hypertension, the com- 
bination of diet and hypotensive and di- 
uretic drugs often has remarkable results. 
If the patient is not convinced, the doctor 
can ask him about his parents’ health; if 
either has had coronary thrombosis, a 
possible hereditary factor must be taken 
into account. As the doctor has no in- 
fluence over the hereditary factor at 
present, the patient must concede the 
importance of the other factors over 
which some voluntary control can be 
exerted. Lastly, a brief warning about 
cigarette smoking is not amiss. 


WHAT THE WORLD HEALTH 
ORGANIZATION IS DOING 


This empirical approach is assuredly not 
to everyone’s satisfaction. Doctors would 
like to know more about the direct and 
indirect causes of coronary disease and 
thrombosis. An investigation on a world 
scale is needed, and here the World 
Health Organization can do valuable 
work. By stressing the need for uniformi- 
ty of terminology and criteria, by collect- 
ing health statistics including those of, 
for example, life insurance companies, 
by organizing epidemiological inauiries 
into the relationship between the disease 
and environment and mode of life, WHO 
may be able to make a substantial con- 
tribution towards the development of ef- 
fective preventive measures. 


MEDICAL“AND SURGICAL TREATMENT 
OF CORONARY THROMBOSIS 


Until the end of the last war, the doc- 
tor’s concern in the presence of coronary 
thrombosis was to ease the pain by 
means of morphine and to order bed 
rest. The pain he could control, but he 
was comparatively helpless in the face 
of the illness, which often lead to death. 

In the last 15 years or so, a new meth- 
od has been greatly developed—treat- 
ment with heparin and dicoumarol de- 
rivatives. The value of these drugs lies 
in the fact that they reduce the clot- 
forming tendency of the blood, and to- 
day it is considered that they have 
brought down the mortality from coro- 
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brand of oxyphenbutazone 


a new development 
in nonhormonal, 
anti-inflammatory 
therapy 


more specific than steroids— 

Acts directly on the inflammatory lesion without 
altering pituitary-adrenal function... 
without impairing immunity responses.®"' 
more dependable than enzymes— 

Rapid and complete absorption, without the 
uncertainty of oral or buccal enzyme therapy.® 


more potent than salicylates— 
Anti-inflammatory potency of Tandearil 
markedly superior to aspirin. '? 


und, tan, sugar-coated tablets of 100 ma, 
ottles of 100 ard 1009. 

oferences: 

Graham, W.: Canad. M.A.J.: 8277005 (May 7) 


th. and Rheumat. 2:212, 1959, 3. O’Reilly, 


and Rousselot, L. M.: Am. J. Surg. 98:31, 1953, 
. Brodie, B. B., et al., in Contemporary 
heumatology 1956, p. 600. 6. Stein, |. D.: 

nn. N.Y. Acad. Sc. 86:307 (Marck 30) 1960; 
. Barezyk, W., and R6th, 
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Rowsselot, L. M.: Am. d. Sting. 972429, 1959. 
160. 2. Vaughn, P. P.; Howell, D. and 
_ Ju: J. trish M.A. 46:106, 1960. 4. Connell, J. 


Geigy Pharmaceuticals 


W.: Praxis 49:589, 1960. 


inflammation takes fligh 


Remarkably useful in a wide variety of inflammatory 
conditions, including: rheumatoid arthritis, 
spondylitis, osteoarthritis'”*; gout'’*°; acute super- 
ficial thrombophlebitis*’; painful shoulder 
(peritendinitis, capsulitis, bursitis, and acute arthritis 
of that joint)'*; severe forms of a variety 


of local inflammatory conditions®”’'°. 


The physician should be thoroughly familiar with the 
dosage, side effects, precautions and contra- 
indications of Tandearil before prescribing. Full 
product information available on request. 


10. Summary of individdabcase histories submitted _ 
to Geigy. 11. Gomenjoz, Ann Acad.Sc. 
86:263, 1960. 12, Smythy;®. J.: Ann. N.Y. Acad. 

Sc. 86:292, 1960. 


Division of Geigy Chemiéal Corporation 
Ardstey, New York 
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More than just anti-inflammatory therapy 
alone... DELENAR stops rheumatic inflamma- 
tion, with the more active corticosteroid, 
DERONIL...and DELENAR relaxes painful 
muscle spasm with a proved muscle relaxant 
...and DELENAR quickly relieves motion-stop- 
ping pain with better tolerated aluminum aspi- 
rin...for comfortable restoration of motion.” 


fy Now you can restore motion safely, surely with 
Se) = DELENAR in mild rheumatoid arthritis, early 


..with the first total anti-arthritic therapy 


osteoarthritis, rheumatism, spondylitis, fibro- 
sitis, myositis, chronic fibromyositis. 
Formula: 


DeEroniL” (Dexamethasone) ......... 0.15 mg. 
lowest dosage anti-inflammatory steroid 
Orphenadrine HC] 15 mg. 
proved muscle relaxant 

Aluminum Aspirin ...........:.s000000+ 375 mg. 


fast analgesic relief of motion-stopping pain 


1. Ernst, E. M.: Pennsylvania M. J. 63:708 (May) 1960. 2. Settel, E.: Clin. Med. 7:1835 (Sept.) 1960. 


prescribe 


Delenar 


anti-inflammatory 
relaxant 
analgesic 
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THE UMBILICAL CORD-CLAMP™ BY HOLLISTER 


@ is applied in a moment with one hand. 

@ locks permanently — cannot come loose. 

@ maintains constant, even pressure as cord dries. 
@ eliminates danger of seepage. 

@ does away with time-consuming adjustments. 
@ is lightweight — nzeds no belly-bands. 

@ requires no dressings. 

@ is disposable. 

@ may be autoclaved with OB instrument pack 

@ is also available in pre-sterilized packets. 


7 Holuster: 


INCORPORATED 
833 North Orleans Street, Chicago 10, Illinois 
In Conada, Hollister Limited, 160 Bay St.; Toronto 1 


vow available in 
individual 
sterile packets 


Seal the umbilical 


nary thrombosis by some 25 to 40 per 
cent. 

The surgeons who have dared to vio- 
Jate the sanctum of the heart—formerly 
regarded as untouchable—have tried to 
supplement medical treatment by oper- 
ation. Some have tried to join neighbour- 
ing tissues to the heart in the hope that 
new blood vessels will increase the sup- 
ply of blood to the heart muscle. Others 
have gone so far as to open the coronary 
artery to remove the clot responsible for 
the infarction—a bold operation that 
has been successfully tried only in a 
small number of selected cases. 

The most recent experiment in the 
treatment of coronary thrombosis is not 
surgical but medical. With new cine- 
radiographical techniques it is possible 
to visualize the coronary arteries and 
localize the clot. Then, by a sound 
placed in the artery, the clot itself can 
be injected with fibrinolysin; this natural 
constituent of blood plasma has the prop- 
erty of dissolving the clot in the early 
stages of its formation. 

Many points need to be elucidated 
about this disease through basic research, 
but once the causes are understood, pre- 
vention will become possible. The re- 
sults of present-day attempts at preven- 
tion are already encouraging and augur 
well for the future of this chapter of 
medicine. 


Blood pressures of 


men and women* 


The determination of blood pressure 
level is so important a factor in assessing 
the general health of individuals and 
the presence of cardiovascular disease 
that it has become routine in medical 
practice. Wide interest, therefore, at- 
taches to the new data on blood pres- 
sure which have recently become avail- 
able from the massive investigation, 
Build and Blood Pressure Study, 1959, 
made by the Society of Actuaries. 

The reader should bear in mind that 
the data relate to presumably healthy 
people accepted for life insurance after 
medical examination. More specifically, 
the figures on average blood pressures 
in the study apply to men and women 
accepted for ordinary insurance in the 
years 1935-53. Although these data may 
not be typical of the general population, 
they are more so at the younger than 

*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, June 1960. 

This article deals with the major findings 
and implications of the Build and Blood Pressure 
Study, 1959, recently published by the Society 
of Actuaries. This investigation covered the 
experience of several million people insured by 
26 large Life insurance companies in the United 
States and Canada during the period 1935-53. 
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(even in the 
first week) 


with 


50 mg. 
0.03 mg. 


anhydrohydroxyprogesterone, 


} per tablet 
ethiny! estradio! 


the 3-day, oral test for early diagnosis of pregnancy 


If she is not pregnant, and has pre- 
viously had regular menstrual cycles, 
withdrawal bleeding will occur within a 
few days after PRo-DUOSTERONE (1 tab- 
let q.id. for 3 days). In functional 
amenorrhea, regular menstrual cycles 
may often be restored. 


If she is pregnant, no progesterone with- 
drawal bleeding can occur. Moreover, 
PrO-DUOSTERONE actually protects 
pregnancy, and may be indicated 


to help improve implantation in habit- 
ual abortion. 

. a safe, physiologic method 
ae convenient PRO-DUOSTERONE test 
has proved highly accurate (95.2% in 
1,553 clinical studies) as early as a week 
after the first missed menses when ani- 
mal tests cannot be considered valid. 


Supplied: Bottles of 24 tablets. 
1, Hayden, G.E.: Am. J. Ob. & Gyn. 76:271, 1958. 


—( ROUSSEL )— Roussel Corporation, 155 East 44th Street, New York 17, N.Y. 


the older ages since very few of the 
younger applicants are rejected solely 
because of high blood pressure. It should 
also be noted that, as is characteristic of 
all data on blood pressure, the readings 
are essentially estimates and not exact 
determinations. Consequently, there is a 
tendency to record values in even 10's, 
with a secondary clustering on certain 
even terminal digits and on 5’s. 

The new figures on average systolic 
and disastolic blood pressures by sex 
and age are revealing.t The averages 


+The blood pressures recorded relate to the 
readings observed at the time of medical exami- 
nation for life insurance; in cases with multiple 
readings, the average was usually used. 


for each sex increased steadily with ad- 
vance in age. Among males, the averages 
for systolic pressure rose rather steadily 
from 117 mm. at ages 15-19 to 132 mm. 
at ages 60-64. The averages for diastolic 
pressure rose from 71 mm. to 80 mm., 
but more slowly after age 30 than be- 
fore. Among women, the average sys- 
tolic blood pressure increased from 114 
to 134 mm. and the diastolic from 70 
to 81 mm. The averages for women in- 
creased more gradually than those for 
men at the younger ages, but more 
rapidly than those for men past age 40. 

The average blood pressures were 
somewhat higher for men than for 
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Athlete’s foot is caused by fungi irivading the 
horny, keratinized layers of the skin not 
reached by the normal blood supply. Topical 
application of DESENEX, a combination of zinc 
undecylenate and undecylenic acid, brings 
these powerful antifungal agents into direct 
contact with troublesome fungi and quickly re- 
lieves—and arrests —the annoying condition. 

Hundreds of thousands of athlete’s foot in- 
fections have been arrested by topical treat- 


ment with DESENEX, among the best tolerated 
of all potent fungicidal agents. 

And DESENEX is inexpensive—only pennies 
per treatment: DESENEX Ointment can be ap- 
plied liberally to both feet every night for a 
week and a half from only a single tube. Itching 
and discomfort are stopped almost immedi- 
ately. DESENEX is also recommended for treat- 
ment of other susceptible fungus infections of 
the skin and nails. 


Dosage: At night, supply Ointment liberally to infected 
and surrounding areas. In the morning, rub or shake 
powder into the shoes and feet. 

Supplied: Ointment—1 oz. tubes and 1 Ib. jars. Powder 
—1% oz. and 1 Ib. containers. Solution (Undecylenic 
acid)—2 fl.oz.and1qt. bottles. Aerosol Spray—6 0z.cans. 


Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9, N. J. 


Desenex= 


ointment spray 


POWCer- SOlution Sz 


Available in Canada through Elliott-Marion Company, Ltd., Montreal. PD-11 
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Composition per Liter 


Milliequivalents 


Lact 


40 20 


precursor 


pander, J., Talbot, N., Terry, M., and 
Lincoln, G.: Use of Multiple Elec- ; 
ances in Water and Electrolyte 
Metabolism, Metabolism 9:897-904 the finest 
(Octeber) 1960. parenteral 


DON BAXTER, INC. - GLENDALE, CALIFORNIA 


af 
5% Dextrose ; | 


ANNOUNCiNG 
THE RELEASE OF A NEW 16 MM. 
COLOR MOTION PICTURE 


illustrating 
PERITONEAL DIALYSIS 


An actual procedure as performed by Telfer B. Reynolds, M.D., 
Professor of Medicine, 
University of Southern California School of Medicine. 


This less complicated medical procedure may be performed 
at any hospital. 


Prints of this sound film are available (at no charge) J 

for showings at staff meetings, in-service train- 

ing programs and for any interested 
professional group. 


To reserve the film, ask your Don Baxter representative or simply --» FILMS, 


BAXTER 


DON BAXTER, INC. 


GLENDALE, CALIFORNIA 
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to CONTROL DIARRHEA...the traditional and time-tested triad 
\ of effective and safe agents 


Pleasant taste plus predictable, prompt response in diarrhea 


Parepectolin combines paregoric, pectin, kaolin in a balanced, stable colloidal suspension, _ parepectolin; each fluid ounce—Paregoric (equiv- 
with a smooth, creamy consistency and a pleasant, mildly aromatic flavor. Parepectolin alent) 1.0 dram, Pectin 2.5 gr., Kaolin (specially 
is compatible with antibiotics, and retains its uniform consistency and its good flavor. _ purified) 85 gr. Bottles of 4 and 8 fluid ounces. 


nofen| WILLIAM H. RORER, INC. PHILADELPHIA, PENNSYLVANIA 
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‘sustained medications 


for obesity control 


WEIGHT LIFTING 
CHAMPIONS 


one dose daily curbs appetite — 
brightens mood, eases tension 


Help lift excess weight from obese patients 


Dura-Tabs or Dexatal Dura-Tabs, These 

classic, well tolerated forms of modern sustained — 
medications* curb appetite, lift the mood and 
help keep patients faithful to your diet all day long. 
In addition, Dexatal. Dura-Tabs gently allay 


with one daily dose of either Dexalone 


nervousness and insomnia. 


Phenobarbital 

Dextro-Amphetamine 
sulfate warning—maybe } Specify Dexalone Dura-Tabs 10 or 
habit forming 15 or Dexatal Dura-Tabs 10 or 15 as 
DEXALONE 10 ‘an = required. Economical bottles of 30, 

DURA-TABS 8. 100 and 250 tablets. 

DEXALONE 15 Samples and literature? Write 
DURA-TABS Wy N N 

DEXATAL 10 
DURA-TABS mg. VY gr. PHARMACAL 
CORPORATION 
., Philadelphia 31, Pa. 
15 mg. Lancaster Ave. atSIstSt, Philadelphia 31, Pa 


women up to age 45, the maximum 
difference being 4 mm. in systolic pres- 
sure—at ages 20-34 years—and 2 mm. 
in diastolic pressure—at ages 25-44. The 
averages were identical for the two 
sexes at ages 45-54, but were slightly 
higher for women than for men at ages 
55 and over. 

The new study also shows the rela- 
tion between weight and blood pressure 
among persons accepted for ordinary 
insurance. There was a fairly systematic 
rise in average blood pressures with in- 
crease in body weight. For example, at 
ages 40-49 the average systolic blood 
pressure for medium-height men weigh- 
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ing 195 to 214 pounds was 5 mm. higher 
than those weighing 115 to 134 pounds. 

The Build and Blood Pressure Study, 
1959, furnishes information on the prev- 
alence of blood pressure levels signifi- 
cantly above the average among people 
accepted for life insurance. ile there 
is no commonly accepted definition of 
hypertension, insurance studies have 
shown that systolic pressures of 140 mm. 
or over, or diastolic pressures of 90 mm. 
or over are associated with an appreci- 
able degree of extra mortality. The pro- 
portion of men with such significantly 
elevated blood pressures rose from 3 
percent at ages 20-29 to 28 percent 


at ages 60-69; among women the pro- 
portion increased from 1 percent to 
35 percent. The proportion of men 
with blood pressures of 145 mm. systolic 
or of 95 mm. diastolic, or higher, was 
found to rise with advance in age from 
0.4 percent in the 20’s to 11.6 percent 
in the 60's; the proportions with blood 
pressures of 150 mm. systolic or of 100 
mm. diastolic, or higher, increased from 
less than 0.5 percent at ages under 40 
to 5.1 percent at ages 60-69. The fre- 
quency of elevated blood pressure jis 
higher for men than for women up to 
age 40, but after that age it is higher 
for the women. In both sexes, the figures 
for the insured lives at the older ages 
understate the frequency of elevated 
blood pressure in the general population, 
inasmuch as life insurance companies 
exercise considerable care in the medical 
selection of risks with elevated blood 


pressure at the older ages. 


The outlook 


in cancer* 


The encouraging gains made in the con- 
trol of cancer (malignant neoplasms) tend 
to be overlooked because of the heavy 
death toll taken by the disease. Much has 
been accomplished in lengthening the 
life of cancer patients, even though the 
methods of treatment have been largely 
limited to surgery and radiation. It is 
estimated by the American Cancer So- 
ciety that if all the patients received 
early and adequate treatment, one half 
would survive at least five years after 
diagnosis of the disease. 

New facts on the prognosis of cancer 
patients are available from a large-scale 
study sponsored by the National Cancer 
Institute and based upon follow-up data 
compiled from the records of 99 hospi- 
tals in the United States. Table 1 on 
page A-126 summarizes the five-year sur- 
vivorship record separately for male and 
female patients with cancer of various 
sites whose disease was diagnosed in 
1950 or later. This aspect of the study 
included approximately 117,000 patients. 

It is apparent from the table that the 
outlook for cancer patients varies with a 
number of factors, such as site of the 
malignancy, stage at diagnosis, and sex 
of the patient. Females generally showed 
higher survivorship rates than males. The 
rates varied considerably from site to site 
even within the same organ system of 
the body. Illustrative are figures for vari- 
ous organs of the digestive tract; for both 


*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, December 1960. 
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for relief that lasts — longer 


DOSAGE: the usual intra-articular, intra-bursal 
or soft tissue dose ranges from 30 to mg. 
depending on location and extent of pathology. 
SUPPLIED: Suspension ‘HyDELTRA’-T.B.A. 20 
mg./ce. tertiary-butylacetate, 


in 5-cc, 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO.. 
PHILADELPHIA 1, PA. 


Anti-inflammatory 
effect lasts longer 
than that provided 
by any other 
steroid ester 


(6 days—37.5 mg.) 


Prednisolone Acetate 


HYDELTRA-T.B.A. 
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three 

therapies 

of choice for |: 

infected /inflamed /painful 4 


ears 
Rarely Sensitizing 


Comprehensive bactericidal/antifungal action — eradicates 
Pseudomonas and most other common causes of otitis. 
Hygroscopic; restores normal acid mantle. 

Each cc. contains: 

‘Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 
Propylene Glycol q.s. Sterile 

Available in dropper bottles of 10 cc. 


Broad-spectrum bactericidal action plus effective anti- 
inflammatory and antipruritic therapy. Eradicates most 
common causes of otitis; restores normal acid mantle. 
Each cc. contains: 


‘Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 
Hydrocortisone in a sterile, slightly acid, aqueous 


Available in dropper bottles of 5 cc. 


Acts quickly to relieve pain and itching associated with 
otitis externa. Bactericidal/antifungal action — eradicates 
Pseudomonas and most other common causes of otitis. Hy- 
groscopic; restores normal acid mantle. 

Each cc. contains: 

‘Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 
Xylocaine* HCl brand lidocaine Hydrochloride (5%) 50 mg. 
Propylene Glycol q.s. Sterile 

Available in dropper bottles of 10 cc. 

*Reg. T.M. Astra Pharmaceutical Products, Inc. — U. S. Pat. No. 2,441,498 


Literature available on request. 
& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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NEW! 
specific for 
improved 
circulation 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefits: 
e Increases ability to walk farther with less pain ae 
© Relieves pain, dizziness and faintness . 
@ Improves appetite and brightens the mood 


Composition: Each 5 mi. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 
Dosage: One or two teaspoons three times dally before meals. 


Supplied: 8 oz. bottles. 72260 


LAKESIDE LABORATORIES, INC. 


Milwaukee 1, Wisconsin 
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EFFECTIVE 
TREATMENT 
OF 
PSORIASIS 


Clinically tested, safe and effective RIASOL 
offers maximum assurance against recurrence 
and adverse reactions. 


RIASOL contains 0.45% Mercury chemically combined 
with soaps, 0.5% Phenol, and 0.75% Cresol. Available 
at pharmacies or direct in 4 and 8 fluid ounces. Write 
for professional sample and literature. 


Latoratories 


Dept. 106 


12850 MANSFIELD « DETROIT 27, MICHIGAN 


the large intestine and rectum the five- 
year survivorship rate among males was 
close to 30 per cent, but for cancer of 
the stomach, it was only 8 per cent. 

The five-year survivorship rate for 
women with breast cancer was 50 per 
cent and slightly higher for those with 
cancer of the uterus. However, the cor- 
responding rate for males with cancer of 
the prostate was only 24 per cent. 

The record for cancers of the lung and 
bronchus is less favorable than that for 
any other major site; the five-year sur- 
vivorship rate was only 4 per cent for 
males, the chief victims of such cancers. 
On the other hand, patients with skin 
cancer have an excellent survivorship 
record. Nearly three fourths of the male 
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patients and four fifths of the female 
patients with basal cell skin cancer were 
alive five years after diagnosis. 

Table 1 also indicates the importance 
of early diagnosis. For example, the five- 
year survival rate among males with 
stomach cancer was only 8 per cent, in- 
cluding cases at all stages at the time of 
diagnosis; this compares with 30 per cent 
for cases where the lesions were still lo- 
calized at diagnosis. 

It should be noted that the figures in 
the table understate the chances of sur- 
vival in cancer, in that they do not take 
into account deaths that would be nor- 
mally expected from other causes; the 
number of such deaths is very consider- 
able at the older ages, where cancer is 


largely concentrated. “Adjusted” survival 
rates, which allow for the expected 
deaths from causes other than cancer, 
are materially higher than the “ob- 
served” rates. Thus, for cancer of the 
large intestine among men, the adjusted 
five-year survival rate is estimated to be 
38 per cent, compared with an observed 
rate of 29 per cent. 

In judging the significance of these 
findings on survival of cancer -patients, 
some attention needs to be given to the 
frequency and trends of cancer accord- 
ing to site; the facts for white persons in 
the United States are shown in Table 2. 
In males, the most frequent site of fatal 
cancer is the lung and bronchus, account- 
ing for 21 per cent of the total male cancer 
mortality in 1958, compared with 13 per 


TABLE 1—PERCENTAGE OF CANCER 
PATIENTS SURVIVING FIVE YEARS 
AFTER DIAGNOSIS 
SELECTED SITES, BY STAGE 
AT DIAGNOSIS AND BY SEX 
End-Results Evaluation Program, 
National Cancer Institute* 

All Registries Combined. White Patients 
Diagnosed 1950 and After 


Males Females 


All Localized All Localized 


Primary Site Stages Lesions} Stages Lesionst 


24 41 34 t 
Esophagus ..... . 2 24 5 t 


Stomach ....... 8 30 9 31 
Large Intestine .. 29 51 35 61 
eee 28 51 34 57 
Lung and 

bronchus ..... 4 t 8 4 
eee t t 50 72 
Uterine cervix ... — _— 53 74 
Uterine corpus .. — 65 77 
Skin, basal cell .. 71 72 80 81 
Thyroid gland ... 52 t 74 87 
Lymphosarcoma . 20 25 
Hodgkin’s 

disease ...... 24 35 
Leukemia, chronic 

lymphatic .... 18 27 —- 
Leukemia, acute 

lymphatic 7 6 


*Survival Experience of Patients with Malig- 
nant Neoplasms. A Report Prepared by the End- 
Results Group for the Fourth National Cancer 
Conference, Minneapolis, September 13-15, 
1960. U. S. Department of Health, Education, 
and Welfare, Public Health Service. 

*Cancer confined to the site of origin. 

{Not available, or number of cases too small to 
be statistically significant. 


cent in 1949. The prostate, intestines, 
and stomach each accounted for approxi- 
mately 10 per cent of the cancer deaths 
among males in 1958, smaller propor- 
tions than in 1949. The impressive, de- 
crease for cancer of the stomach un- 
doubtedly reflects better differentiation 
of primary site in the digestive tract, as 


RIASOL 


PYRIDIUM 


brand of phenylazo-diamino-pyridine HCl 


Two Pyridium tablets t.i.d. relieve the pain 
of urinary infection in only 30 minutes. Dur- | 
ing the first 3 to 4 days of therapy, Pyridium, 
prescribed along with any antibacterial of 
your choice, will make your patient comfort- 
able until the antibacterial reduces inflam- 
mation and controls the infection. 


AVERAGE DOSE: Adults—2 tablets t.i.d. Children 9 to 
12 —1 tablet t.i.d. suppLiep: 0.1 Gm. tablets, bottles of 


50. PRECAUTIONS: Pyridium is con- 
traindicated in patients with aes 
renal insufficiency and/or severe 


hepatitis. Full dosage information, ae 
available on request, should be 


consulted beforeinitiating therapy. MORRIS PLAINS, NJ. 
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in leading headache clinics, 


the drug of choice for migraine is 


First thought in migraine: 


CAFERGOT TABLETS: ergotamine tartrate 1 mg., 
caffeine 100 mg. (Color: light gray, sugar-coated.) 
Dosage: 2 at first sign of attack; if needed, 1 addi- 
tional tablet every 44 hour until relieved (maximum 
6 per attack). 


CAFERGOT SUPPOSITORIES: ergotamine tar- 
trate 2 mg., caffeine 100 mg. Dosage: 1 as early as 
possible in attack; second in 1 hour, if needed 
(maximum 2 per attack). 


When the headache is associated with 
nervous tension and G.I. disturbance: 


CAFERGOT P-B TABLETS: ergotamine tartrate 1 mg., caf- 
feine 100 mg., Bellafoline 0.125 mg., pentobarbital sodium 
30 mg. Warning: May be habit forming. (Color: bright green, 
sugar-coated.) Dosage: same as Cafergot Tablets. 


CAFERGOT P-B SUPPOSITORIES: ergotamine tartrate 2 . 


mg., caffeine 100 mg., Bellafoline 0.25 mg., pentobarbital 
sodium 60 mg. Warning: May be habit forming. Dosage: same 
as Cafergot Suppositories. 


ORIGINAL 
RESEARCH 
SERVING THE 
PHYSICIAN 
SANDOZ 
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Percodan tablets effectively relieve pain through a range of 


ate 


pain ant extendin | 


mmencing with moder 


throug! major traumatic areas into further regions of severe pain 


ACTS FASTER—usually within 5-15 minutes. LASTS 
LONGER— usually 6 hours or more. MORE THOROUGH 
RELIEF—permits uninterrupted sleep through the 
night. RARELY CONSTIPATES—excellent for chronic 
or bedridden patients. 


a Each Percopan* Tablet contains 4.50 mg. dihydrohydroxy- ; 
codeinone hydrochloride, 0.38 mg. dihydrohydroxycode- i 
f 0 f L al | inone terephthalate, 0.38 mg. homatropine terephthalate, , 
Demi: The PERcopAN formula with one-half the amount of 
prompt relief salts of dihydrohydroxycodeinone and homatropine. 
profound relief LITERATURE AVAILABLE ON REQUEST 


(Salts of Dihydrohydroxycodeinone and Homatropine, plus APC) AVERAGE ADULT DOSE: 1 tablet every 6 hours. May be habit 
224 mg. acetylsalicylic acid, 160 mg. acetophenetidin, and 
32 mg. caffeine. 
ENDO LABORATORIES 
prolonged relief Richmond Hill 18, New York 


TABLETS forming. Federal law permits oral prescription. 
Also available—for greater flexibility in dosage—PERCODAN®- 
*U.S. Patent Nos. 2,628,185 and 2,907,768 


. A“NEST EGG” HELPS PROVIDE A SECURE FUTURE... 


KAPSEALS 


HELP PROVIDE A HEALTHY ONE 


by supplying a dependable source of 
vitamins, minerals, hormones, digestive 


enzymes, and amino acids. 


Each ELDEC Kapseal contains vitamins— 

1667 units A, 0.67 mg. B, mononitrate, 

0.67 mg. By, 0.5 mg. pyridoxine hydrochloride, 

0.033 Unit (Oral) with intrinsic 

factor concentrate, 0.1 mg. folic acid, 33.3 mg. C, - 

16.7 mg. nicotinamide, 10 mg. di-panthenol, 

6.67 mg. choline bitartrate; minerals— 

16.7 mg. ferrous sulfate (exsiccated), 0.05 mg. 

iodine (as potassium iodide), 66.7 mg: 

calcium carbonate; digestive enzymes— 

20 mg. Taka-Diastase® (Aspergillus oryzae 

enzymes), 133.3 mg. pancreatin; amino 

acids —66.7 mg. /-lysine monohydrochloride, 

16.7 mg. di-methionine; gonadal hormones— 

1.67 mg. methyltestosterone, 0.167 mg. Theelin. 

Dosage: One Kapseal three times daily before 

meals. Female patients should follow each 

21-day course with a 7-day rest interval. 

Precautions: Contraindicated in patients 

wherein estrogen or androgen therapy should 
%.. not be used, as in carcinoma of the breast, 

genital tract, or prostate, and in patients 

with a familial tendency to these types of 

malignancy; give cautiously to females 

who tend to develop excessive hair growth 

or other signs of masculinization. 

Packaging: ELDEC Kapseals are available 

in bottles of 100. 53661 


PARKE-DAVIS |. 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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well as better differentiation between 
malignant and nonmalignant conditions 
in the stomach. Another important de- 
velopment among males has been the 
relatively sharp increase in the propor- 
tion of deaths due to leukemia and lym- 
phosarcoma, which together now account 
for more than 10 per cent of the total. 

Among females, the breast is the most 
common site of fatal cancer; 19 per cent 


TABLE 2—MORTALITY FROM 
MALIGNANT NEOPLASMS BY SITE 
White Persons by Sex. 

United States, 1958 and 1949 


Males Females 
Site 1958 1949 1958 1949 
Death Rate per 100,000 


Crude death rate . 161.8 145.7 139.5 140.2 
Age-adjusted 
death rate® . 141.1 130.1 111.8 120.6 


Per Cent 
Distribution of Deaths 
Buccal cavity and 
pharynx ... 33 39 1.1 1.0 
Digestive 
organs and 
peritoneum 35.8 43.1 34.1 36.8 
Esophagus 25 28 08 08 
Stomach ..... 93 146 65 89 
Intestines, 
including 
duodenum 9.7 103 12.9 12.6 
Rectum ...... 47 587 40 45 
Biliary 
passages 
and liver 3.1 42 45 5.6 
Pancreas ..... 55 49 44 
Respiratory 
system ..... 226 154 45 3.7 
Lung and 
bronchus 20.7 13.1 40 3.1 
02 02 19.1 183 
Genital organs— 
Prostate ...... 10.1 10.4 
Genital ograns— 
female ..... — — 185 20.6 
— 113 144 
— 65 5.6 
Urinary organs 61 63 34 3.4 
Bladder ...... 39 42 19 20 
Leukemia and 
aleukemia 53 46 43 3.4 
Lympho- 
sarcomat §2 42 43 29 
Hodgkin’s 
Other and 
unspecified 
10.7 10.7 10.7 98 


*On basis of total population, United States, 
1940. 

tIncludes other neoplasms of lymphatic and 
hematopoietic tissues. 

Source of basic data: Reports of National Office 
of Vital Statistics. 


of the female cancer deaths in 1958 were 
due to malignancies of the breast, or a 
slightly greater proportion than in 1949. 
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A new infant formula 


Infant formula 


Five years of research and 41,000 pa- 
tient days of clinical trials demonstrate 
the excellent performance of Enfamil. 
This new infant formula satisfies babies 
and they thrive on it. Digestive upsets 
are few and stool patterns are normal. 
Enfamil produces good weight 
gains. In a well-controlled institutional 
study? covering the crucial first 8 weeks 
of life, Enfamil produced average 
weight gains of 11.3 ounces every 2 
weeks during the course of the study. 


nearly identical to mother’s milk! in nutritional breadth and balance 


Enfamil is nearly identical to 
mother’s milk! ¢ in caloric distri- 
bution of protein, fat and carbohydrate 
© in vitamin content (vitamin D added 
in accordance with NRC recommenda- 
tions) ¢ in osmolar load ¢ in ratio of 
unsaturated to saturated fatty acidsein 
absence of measurable curd tension for 
enhanced digestibility 


Babies started on Enfamil stay on 
Enfamil 


1. The Composition of Milks, Publication 254, National Academy of Sciences and National Research 
Council, Revised 1953. 2. Brown, G.W.; Tuholski, J.M.; Sauer, L.W.; Minsk, L.D., and Rosenstern, 


I.: J. Pediat. 56:391 (Mar.) 1960. 


Mead Johnson 
Laboratories 
Symbol of service in medicine 


Cancer of the intestines, next in fre- 
quency, accounted for 13 per cent of the 
deaths in 1958, or about the same as in 
the earlier year. Third in rank, cancer of 
the uterus was responsible for 11 per 
cent of the cancer deaths among females, 
or appreciably less than in 1949. The 
proportion of deaths from lung cancer, 
leukemia, and lymphosarcoma increased 
somewhat among females, and currently 
each accounts for about 4 per cent of 
the total. 

Progress is steadily being made in the 
control of cancer. Much more can 
accomplished, even in the present state 


of knowledge, through more intensive 
application of our available resources. 
Nevertheless, the main hope for major 
advances rests upon fruitful research on 
the cause or causes of cancer. Recent 
work: revives the hypothesis that viruses 
may be implicated in some forms of the 
disease. Whether or not this proves true, 
a new orientation appears to be evolving 
in the field of cancer research. Greater 
emphasis is being placed on discovering 
new clues as to the nature of the disease 
and investigating new measures of pre- 
vention and treatment, including chemo- 
therapy. 
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improvement 


MORE RAPID PROTECTION 


PURIVAX Poliomyelitis Vaccine provides earlier establishment of immunity in a 

significant proportion of patients. Studies have shown that, after only two doses 

of the recommended three-dose series, 98 to 100 per cent of patients are immune to ’ 
Type I (Parker), 97 to 100 per cent are immune to Type II, 92 to 100 per cent 


are immune to Type III."? 


GREATER SAFETY 


PURIVAX Poliomyelitis Vaccine induces high antibody titers against all three types 
of poliomyelitis virus. Moreover, the highly virulent Mahoney strain of Type I has 
been replaced by the less virulent Parker strain for even greater safety. 


INCREASED PURITY 

Antigen of monkey kidney origin is not detectable serologically —the possibility of 
allergic sensitization is thus minimized. 

The high degree of purity of PURIVAX Poliomyelitis Vaccine makes possible the use of 
precise physical and chemical methods of standardization: each milliliter contains 

a uniform weight of inactivated-virus antigen. 
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After Only TWO Injections 
Percentage of Patients Showing Immunity to Each Type of Poliomyelitis’ 


POLIOMYELITIS VACCI 

(COMMERCIAL SALK) 


PURIVAX® 


TYPE III 


Dosage and Administration: It is recommended that three injections (intramus- 1. Hilleman, M. R., Charney, J., Tytell, A. A., 
cular or subcutaneous) of 0.5 cc. each be given, with an interval of 4 to 6 weeks H.D., 
between the first and second injection. The third injection should be adminis- 


tered 7 months or more after the second injection. vaccine containing standardized amounts of 
ified poliomyelitis vi i 1960 
The preferred procedure is to complete immunization before the season when Sodakaeienon Polio Vaccines, Neweck, 


poliomyelitis characteristically increases. However, the vaccine may be admin- New Jersey, April 20, 1960. 
istered throughout the summer season. Special circumstances such as exposure 


to the disease, tonsillecto) tra not considered contraindications. 2. Hilleman, M. R., Charney, J., Tytell, A. A., 
Weihl, C., Cornfeld, D., Ichter, J. T., Riley, H. D., 


Supplied: 2-cc. vials (4 doses). Jr., and Huang, N.: Progress in the Development 
f a Purified Poliomyelitis Vaccine, presented at 
Before prescribing or administering PURIVAX, the physician should consult the pote Fifth ccmatinadl Poliomyelitis Conference, 


detailed information on use accompanying the package or available on request. Copenhagen, Denmark, July 27, 1960. 


is) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., WEST POINT, PA. 
PURIVAX is a trademark of Merck & Co., Inc. 
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to relieve 
muscular 


TOPICAL ANALGESIC CREME - WARREN- TEED 


proven penetration and duration 
HUMAN URINARY EXCRETION OF SALICYLATE 
AFTER APPLICATION OF MYOFLEX 


Mg/1 


2.5 


1.0 NX 
0.5 


HOURS AFTER APPLICATION 


for alleviation without irritation 


Following application of Myoflex to the human skin, traces 
of salicylate (conjugated) in the urine were evident within 
2% hours, with strong salicylate response after 5 hours and 
salicylate still present after 6/2 hours. Using the cup method 
in animal muscle tissue, the zone of penetration of Myoflex 
measured 8 to 10 times that of ordinary analgesic ointments. 


Myoflex action is true analgetic penetration — not increased 
circulation through irritation or peripheral vasodilation. 
Contains no lacrimating volatile ingredients — causes no 
burning or reddening of skin, may be bandaged with com- 
plete safety. No medicinal odor. Won’t stain. 


(Myoflex is triethanolamine salicylate, W-T, 10% in a cos- 
metic textured vanishing cream base) 


THE WARREN-TEED PRODUCTS CO. 
COLUMBUS, OHIO 
“reraacenie Chattanooga Dallas Los Angeles Portland 


A-134 


ii 
| 
pain... .@, 
3 
| 
| 
‘ 


NEW 
comprehensive 


digestant 
with the 
most 

potent 
enzyme 
available 
for 
digestion of 


—the only digestant with fat-splitting lipase stiity 12 times as great as 

that of Pancreatin N.F. 

When the question is digestion because of your patient's inability to handle fat, starch, protein ; 

or cellulose, you can provide dependable relief with COTAZYM-B, Which contains the essential : 

pancreatic enzymes lipase, trypsin and amylase, plus bile salts and cellulase. A daily dose of 
6 COTAZYM-B tablets is sufficient to emulsify and digest 60 Gm. of dietary Tat, and to digest sllof — 
the protein and starch in a typical diet (100 Gm. protein, 250 Gm. stareh) and 480 mg. cellulose. 

Dosage: 1 or 2 tablets with water just before each meal, 


Supply: Bottles of 48 tablets. 


Write for samples. an-comprehensive literature. 


Lipancreatin Bile Salts Cellulese 


ORGANON ING., West Orange, New Jersey 


*The Significance of Lipanoreatin {(Pancreati¢e Enzymes Concentrated ‘Organon’) 
A product of original Organon research, Hpanerentin provides for the first time digeatant preparations 


known, constant amount of. fat-digesting pase wddition te trypsin: and amylase. It surpasses in asssyable 
digestive activity elf presently available pancrestin preparations, : 
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back in action Furoxone’ 


brand of furazolidone 
stops bacterial diarrheas without eradicating the normal intestinal flora 
At a large teaching hospital, a double-blind study with FUROXONE LIQUID in 65 chil- 
dren “demonstrated both symptomatic and bacteriological effectiveness of this drug in 
the outpatient management of bacterial diarrhea” without eradication of the normal 
intestinal flora. This “highly desirable quality”— the preservation of normal intestinal 
flora in children—is held “in contrast to experience with other . . . agents used for this 
purpose.” Overgrowth of nonsusceptible organisms “resulting in colitis, proctitis and 
anal pruritus usually associated with bowel sterilization have not been observed” with 
FUROXONE. “Side effects were negligible and acceptability of the preparation was ex- 
cellent.” [Mintz, A. A.: Antibiotic Med. 7:481, 1960.] Furexone Liquid is a pleasant 
orange-mint flavored suspension containing Furoxone 50 mg. per 15 cc., with kaolin 
and pectin. Dosage for both children and adults may be found in-your P.D.R. @ 


EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N, Y. 
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Menopausal distress: a syndrome involving all three levels of the autonomic nervous system 


disorders of the 
menopause BS® 


stabilizes the entire autonomic nervous system 


(without disturbing endocrine balance) 


CORTICAL 
LEVEL: 


Bellergal relieves 
anxiety, irritability, 
insomnia, headache, 
excessive fatigability 


SYMPATHETIC 
LEVEL: 

Bellergal relieves 
hot flashes, 

tachycardia, 
tremor, sweats 


LEVEL: 

Bellergal relieves 
nausea, hypersalivation, 
faintness 


SANDOZ 


BELLERGAL SPACETABS —Bellafoline 0.2 mg., 
ergotamine tartrate 0.6 mg., phenobarbital eee 
40.0 mg. Warning: May be habit forming. ae 
(Color: Granular pattern of green, apricot | 4 
and lemon yellow; compressed.) 
Dosage: 1 in the morning, and 1 in the evening. _ 
BELLERGAL TABLETS — Bellafoline 0.1 mg., 

ergotamine tartrate 0.3 mg., phenobarbital 

20.0 mg. Warning: May be habit forming. 

(Color: Rose beige, sugar-coated.) 

Dosage: 3 to 4 daily. In more resistant cases, 

dosage begins with 6 tablets daily 

and is slowly reduced. 
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in 
arthritis- 
fibrositis 
syndrome 


massive vitamin 


EDREX 


LECICAPS 


The Good Results You 


Used To Get With 
D therapy, plus 


e POTENT, PROVEN ANTIARTHRITIC 
ACTION of vitamin E in therapeutic dosage. 


e ASSURED UTILIZATION of vitamins D 
and E by addition of bile salts. 


Time-proven effectiveness of vitamins D and E 


in relieving pain, swelling, ankylosis, and re- 
stricted motion of arthritis-fibrositis makes 


Each Lecicap contains: 
Vitamin 
D....50,000 U.S.P. Units 
Vitamin E (mixed 
tocopherols) ..... 50 mg. 
Bile Salts ........ 100 mg. 


DOSAGE: 1 Lecicap t.i.d. for 
three days. Dosage is then 
increased by 1 Lecicap daily 
until total intake is 6 daily. 
After improvement is noted, 
dosage is gradually reduced. 
SUPPLIED: Bottles of 90, 
250, 500 and 1000 Lecicaps. 


EDREX a rational first choice in your man- 
agement of this syndrome. Addition of bile 
salts assures full therapeutic effect, even in 
your patients with impaired absorption of fat- 
soluble vitamins. 


Write for Literature 


WILCO LABORATORIES 
800 N. Clark St., Chicago 10, Ill. 


Problems of the statistician 


in collaborative research* 


Hyman Goldstein, Ph.D.t 


Collaborative research in its finest sense 
can be an adventure in thinking, work- 
ing, and giving together in science. The 


*Reprinted from Public Health Reports, January 
1961. 


+Dr. Goldstein is chief of the Biometrics Branch, 
National Institute of Neurological Diseases and 
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statistician has the rare opportunity of 
trying to make it work. 
But the collaborative study of cerebral 


Blindness, Public Health Service. This paper 
was presented before the biostatistics division 
of the New York area chapter of the American 
Statistical Association, in New York City, De- 
cember 10, 1959. 


palsy and other neurological and sensory 
disorders of infancy and childhood, sup- 
ported and coordinated by the National 
Institute of Neurological Diseases and 
Blindness of the Public Health Service, 
supplies an example of the difficulties of 
collaborative research and the resulting 
problems for the statistician. 

This is a prospective study to deter- 
mine the relationship of certain biologi- 
cal, genetic, and environmental factors 
in parents to the occurrence of abnormal- 
ities in the products of conception. 

An adequate study of reproductive 
failure must fulfill four basic require- 
ments if it is to succeed: 

1. The study must be capable of eval- 
uating simultaneously the many etiologi- 
cal factors which may be responsible for 
causing fetal wastage. 

2. The varied abnormalities or forms 
of fetal wastage must be observed and 
differentiated. 

3. The data obtained must not be 
subject to bias which would set up spuri- 
ous correlations between prenatal events 
and postnatal defects. 

4. An adequate number of cases must 
be studied to make possible the estab- 
lishment of statistically significant corre- 
lations. 

Since a number of separate institu- 
tions across the country are collaborating, 
it is essential that the study be conducted 
according to a single design, the data 
being collected and recorded in a uni- 
form fashion and reported to a central 
office for continuing analysis. 

In this investigation, the gravida (preg- 
nant woman) is the starting point. Since 
it is not possible to determine in advance 
which outcomes will be normal and 
which defective, the study has built-in 
controls, There is interest in all prod- 
ucts of conception and, in effect, dis- 
orders of all body systems, not merely 
the neurological, whether such abnor- 
malities appear at time of delivery, dur- 
ing infancy, or during early childhood. 

The study is still in the phase of pre- 
testing study forms and data collection 
procedures. Of the 15 institutions in the 
study, 13 serve, and hence contribute to 
the study, obstetrical clinic populations 
heavily weighted with Negro gravidas 
of low socioeconomic status. The other 
two institutions collaborate by followup 
of babies born in project hospitals in 
their communities. 

It is necessary to obtain from pros- 
pective parents detailed information on 
genetic, biological, and environmental 
factors which might be germane, both 
before and during pregnancy. The preg- 
nant woman is subjected to detailed and 
meticulous examinations throughout preg- 
nancy and during labor and delivery. 
An equally detailed evaluation of the 
products of conception, including both 
those resulting from uncompleted preg- 
nancy and those at term, must follow. 
Periodic evaluation of the live offspring 
is to be continued throughout infancy 
and early childhood, including general 
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have you 


heard, Doctor? 
Chymoral 


cuts healing time 
accidental trauma 


Whether the patient presents the simple edema 
and inflammation of a sprained ankle or the 
severe lacerations and bruising from a violent 
accident, immediate adjunctive use of Chymoral 
speeds resolution of traumatic manifestations. 
Chymoral modifies the inflammatory reaction to 
trauma, dissipates edema and blood extrava- 
sates, improves regional circulation, and thus 
aids the body's natural reparative activities. In 
other general practice areas, too, Chymoral cuts 
healing time. Excellent results have been achieved 
in acute sinusitis, bronchitis, bronchial asthma, 
emphysema, chronic pelvic inflammatory dis- 
ease, and acute thrombophlebitis.'® 


Controls inflammation, 
curtails swelling, curbs pain 


1. Beck, C., ef al.: Clin. Med. 7:519, 1960. 2. Teitel, L. H., ef a/.: Indust. Med. 29:150, 1960. 
3. Billow, B. W., et a/.: Southwestern Med. 47:286, 1960. 4. Clinical Reports to the Medi- 
cal Department, Armour Pharmaceutical Company, 1960.5. Taub, S. J.: Clin, Med. 7: 


2575, 1960, 
© Jan. 1961, A.P. Co, 


ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS ° Armour Means Protection 


CHYMORAL 
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CHYMORAL 


Chymoral is an ORAL anti-inflammatory enzyme tablet spe- 
cifically formulated for intestinal absorption. Each tablet pro- 
vides enzymatic activity, equivalent to 50,000 Armour Units, 
supplied by a purified concentrate which has specific trypsin 
and chymotrypsin activity in a ratio of approximately six to 
one. ACTION: Reduces inflammation of all types; reduces and 
prevents edema except that of cardiac or renal origin; hastens 
absorption of blood and lymph extravasates; helps to liquefy 
thick tenacious mucous secretions; improves regional circula- 
tion; promotes healing; reduces pain. INDICATIONS: Chymoral 
is indicated in respiratory conditions such as asthma, bron- 
chitis, rhinitis, sinusitis; in accidental trauma to speed absorp- 
tion of hematoma, bruises, and contusions; in inflammatory 
dermatoses to ameliorate acute inflammation in conjunction 
with standard therapies; in ic conditions such as 
pelvic inflammatory disease and mastitis; in obstetrics as 
episiotomies and breast engorgement; in surgical procedures 
as biopsies, hernia repairs, he:norrhoidectomies, mammec- 
tomies, phlebitis and thrombophlebitis; in genitawrinary dis- 
orders as epididymitis, orchitis and prostatitis; in dental and 
oral surgery as fractures of the mandible or maxillla, difficult 
or multiple extractions, and alveolectomies. CONTRAINDICA- 
TIONS: None known. INCOMPATIBILITIES: None known. 
Antibiotics as well as generally accepted measures may be 
coadministered. SIDE EFFECTS: Mild gastric upsets, rarely 
encountered. DOSAGE: Recommended initial dose is two 
tablets q.i.d.; one tablet q.i.d. for maintenance. SUPPLIED: 
Bottles of 48 tablets. 


ORAL systemic anti- 
inflammatory enzyme tablet 
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relieve 


when due to cow’s milk allergy 


In a clinical study! of 206 milk- 
allergic infants, the “colicky” 
symptoms evident in 31% were 
promptly relieved when the infants 
were placed on a soya formula. 


FOR PREVENTION: When allergic ten- 
dencies exist in parents or siblings, 


‘specify 


Hypoallergenic soya formula 


Symbol of service in medicine 


it is advisable to start. the “poten- 
tially allergic” newborn on Sobee. 


FOR DIAGNOSIS: If cow’s milk allergy 
is suspected, a 24- to 48-hour trial 
period with Sobee often eliminates 
the need for an allergy study. 


1. Clein, N. W.: Pediat. Clin. North America, Nov., 1954, pp. 949-962. | 


Mead Johnson 
Laboratories 


and special examinations at regular inter- 
vals and pathological examinations when- 
ever possible. 

The factors and conditions to be in- 
vestigated in the parents are: 

1. Conditions of pregnancy itself, such 
as infection, trauma, bleeding, drugs, and 
progress of labor. This includes the nor- 
mal and abnormal physiology of preg- 
nancy, labor, and delivery. 

2. Environmental factors influencing 
the mother, such as socioeconomic condi- 
tions, emotional stress, and medical care. 

3. Biological factors, such as age, pari- 
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ty, medical and reproductive history, and 
immunological characteristics. 

4. Genetic background. 

It should be emphasized that the ne- 
cessity for accurate detailed data is not 
confined to information regarding the 
causative factors during pregnancy, but 
applies also to the evaluation and cate- 
gorization of presumed result or defect. 
The study will require accurate and de- 
tailed differentiation of the types of ab- 
normalities observed. 

What are some of the methological is- 
sues that the statistician in collaborative 


research must face? Many are no differ- 
ent from those found in noncollaborative 
research, but the sources of variation in 
collaborative research are more numer- 
ous in all areas. Some of the issues may 
be described under size of sample, case 
selection, followup, the data and their 
reliability, and results. 


SIZE OF SAMPLE 


Using the expected incidence of 5 cases 
per 1,000 live births for cerebral palsy 
within the first year of life and assuming 
that approximately 40,000 live births will 
be studied, some 200 cerebral palsy cases 
are expected. This is considered the min- 
imum number of cerebral palsy cases 
required for analysis, in view of the great 
number of variables to be cross-classified 
and the fact that cerebral palsy is a com- 
plex disorder manifesting itself in differ- 
ent ways. One thing is certain, because 
of the low incidence of many of the 
conditions and the multiplicity and inter- 
relationship of the various factors of 
pregnancy under study, a large number 
of cases is essential. The goal of 40,000 
live births is believed possible from a 
total of 50,000 pregnancies, making al- 
lowances for expected fetal loss. Even 
with a sample of this size, it is prob- 
lematical whether the study will provide 
a sufficient number of damaged cases to 
permit the achievement of statistically 
significant conclusions. 

If it is assumed that 40,000 live births 
will be studied, one may well ask: What 
sort of differences in incidence rates 
might be observed with this number? 
Lilienfeld and Parkhurst! observed in an 
extensive series of some 95,000 live birth 
certificates an incidence rate for cerebral 
palsy of 5.3 per 1,000 among children 
whose mothers had no complications as- 
sociated with pregnancy and parturition. 
Among children whose mothers had such 
complications (slightly more than 1 per 
cent), the incidence rate for cerebral 
palsy was 18.2 per 1,000 live births. If 
such a difference should exist in the 
population to be studied by the collabo- 
rative project, would it be possible to 
detect it by the usual statistical means? 
Or, thinking of it slightly differently, 
what would be our probability of de- 
tecting it with the study patients? 

Assuming that the figures just given 
are true for the collaborative project, the 
difference would have about a 25 per 
cent chance of being missed, at the 1 
per cent significance level. At the 5 per 
cent level, the chance of being missed is 
13 per cent. 

Tests of this sort were made for a 
number of other incidence rates in the 
literature. It should be pointed out that 
the incidence rates for conditions and de- 
fects are based on a spotty literature. 
Quite often the rates apply to a specific 
hospital or to a given locality, or the 
method of selection is biased or obscure. 
Furthermore, whatever is available rep- 
resents. only a few conditions or defects. 
There is no way of determining the 
chances of detecting significant differ- 
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Too many, too soon... 


...does she know you can help her? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Delfen or Preceptin assures them the simplest yet most effective contra- 
ceptive protection available. Accurate tests* for spermicidal potency, as well as years of clinical 
use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. The to 
choice between Delfen and Preceptin is one of individual esthetic preference. a 


vaginal cream vaginal gel 


*The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal conditions during coitus than other tests. 
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essential 
partners 


in the 
control 


of edema 


classic 


YDRIN 


brand of meralluride sodium 


nonmercurial 


VIETAHYDRIN 


brand of trichlormethiazide 
Now...the alternate or combined use of these two drugs 
can help the physician meet with maximum efficiency 
the demands of diuretic therapy in almost any phase or degree 
of cardiac edema—acute or chronic. 


SEND FOR METAHYDRIN BROCHURE 


SUPPLIED: 
METAHYDRIN— Tablets of 2 mg. and 4 mg. in bottles of 100 and 1000. 
MERCUHYDRIN—1 cc. and 2 cc. ampuls in boxes of 12, 25 and AKESIDE 


100, and 10 cc. rubber capped, multiple dose 
vials in boxes of 6, 25 and 100. 
Needs no refrigeration. 


Buclizine 
Vitamin 
Scopolor 
Atropine 
Hyoscya 
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New, 

| unique product for : 
Nausea and Vomiting 
of Pregnancy 

motion sickness 


inner ear disturbance 


Bucladin 


pleasant-tasting Softab* form 
melts quickly in the mouth 
no water needed. 


attacks basic causes centrally 
and peripherally. 

contains both antiemetic 

and antispasmodic. 


well tolerated - long acting. 
lower in cost. 


Each Softab Contains: 
Buclizine Dihydrochioride . 50 mg. 
By 10 mg. 
Scopolomine (Hyoscine) .. 0.2 mg. 
Atropine ............--0.05 mg. 
Hyoscyamine ..........0.05 mg. 


THE STUART COMPANY, PASADENA, CALIFORNIA 


“TRADEMARK 
PATENT PENDING 
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SUSPENSION 
with PECTIN and KAOLIN 
“CAUTION: Federal law  prohibite 
fi chspensing without prescription. 
~ Merck Sharp & Dohme 
| re” omycin. provides rapid relief of virtually all diarrheas 


Neomycin—actively bactericidal against a wide range of gram-negative intestinal pathogens, 
but / elatively ineffective against certain diarrhea-causing organisms. 


SULFASUXIDINE succinylsulfathiazole—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 

KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help provide rapid 

symptomatic relief. 

Additional information on CREmomycin is available to physicians on request. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


AND suL ARE OF MERCK & CO., INC. 


| | 
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ences for conditions or defects for which 
no incidence rates are reported. 

It seemed fairly certain that for a 
number of particularly uncommon causes 
or conditions, the contemplated size of 
sample would be inadequate, especially 
with so many variables to be included in 
this study. It seemed, therefore, that 
some method had to be found for per- 
mitting inclusion for analysis of a lazger 
number of damaged or defective chil- 
dren. Such data could be obtained by 
using information already available from 
patients outside the sampling frame but 
in the collaborating institutions or from 
other institutions and agencies in com- 
munities where the collaborating institu- 
tions are located. Although of necessity 
such information might be less detailed 
and less definitive, it would be obtained 
from a larger number of pregnancies 
with a relatively small expenditure of 
effort. 

Briefly, one such approach, retrospec- 
tive in nature, consists of (a) attempts to 
identify in the community, as nearly as 
possible, all damaged and defective chil- 
dren born in that community during the 
period of study; and (b) comparison of 
the events in the mothers’ pregnancies 
obtained from the data available in the 
written records, mainly from hospitals, 
with data obtainable on _ pregnancies 
which resulted in presumably “normal” 
children. 

The success of this type of undertaking 
depends largely on the ability to select 
the key items of information required, 
and to find ways of obtaining data on 
such cases which are identical to or at 
least comparable with the same items of 
information derived from the central core 
study. By this approach, it will be pos- 
sible to study in detail certain specific 
suspected factors inadequately covered in 
the central core or “intensive phase,” and 
to obtain valid data on incidence and 
prevalence of certain gross defects such 
as prematurity, cerebral palsy, blindness, 
deafness, and mental deficiency. 

The various methods and studies bv 
which the additional cases and types of 
data can be obtained are included under 
the term “extensive phase” of the col- 
laborative pro‘ect. Activities which are 
basic to fulfilling the objectives of the 
extensive phase are casefinding, record 
review, and the estimation of reliable 
and valid population parameters. 


CASE SELECTION 


Because of the highly selected nature of 
the institutions in the intensive phase, 
their patients, as has been mentioned, are 
not a representative sample of the gen- 
eral population, and the experience re- 
ported, including incidence and preva- 
lence figures for complications of preg- 
nancy, outcome, and the like, cannot be 
considered representative. From this 
viewpoint the total sample in the project 
might be considered as a sample in 
search of a population. It was believed 
that the results obtained from a sample 
of a given hospital’s obstetrical popula- 
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This 

Test Panel 
proves 
accuracy and 
dependability of 


‘Tycos Aneroids 


Unmatched Dependability ... 539,823 
pulsations, the equivalent of 20 uses 
per day for 73 years, and 9 of the 10 
stock TYCOS aneroids are still per- 
forming perfectly—the tenth shows a 
maximum error of only 4mm, immed- 
iately indicated by pointer not return- 
ing within zero—a visual check on ac- 
curacy! 


Tycos 10-Year Warranty .. . Taylor In- 
strument guarantees each TYCOS An- 
eroid Manometer: 


1 The Certified TYCOS Manometer will remain accurate unless misused. 
2 It will indicate instantly if ever thrown out of adjustment. 


3 It will be readjusted without charge if ever required within 10-year 
warranty period. 


This warranty is made on the manometer only and does not include 
cost of broken parts replaced or any part of the inflation system. 


Two Models Reasonably Priced . . . The TyCOS Hand Model Aneroid 
shown above weighs only 18 ounces. Complete with genuine leather 
zipper case and either Hook or Velcro Cuff. Particularly convenient for 
house calls. Price, $49.50. The TYCOS Pocket Model Aneroid is recom- 
mended for routine hospital use because the gage is attached to the cuff, 
minimizing hazard of dropping. Complete with cuff and case, $46.50. 


Ask your surgical supply dealer for a demonstration. Taylor Instrument 
Companies, Rochester, New York, and Toronto, Ontario. 


Taylor Lnstruments MEAN ACCURACY FIRST 
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serenity 


without 
somnolence 


with sharpened mental acuity 
and restoration of normal drive 


W 


8 
Gil 
Fluphenazine dihydrochloride 


Chronotabs 


sustained-action tablets 


just one 1 mg. tablet daily, for 
all hours of the waking day 


Supplied: Permitil Chronotabs, 1 mg., in bottles of 30 and 250. Also 
available, Permitil Tablets, 0.25 mg., in bottles of 50 and 500. 
Complete information on the use of this drug is available on request. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey ez 
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tion should be generalized to the total 
obstetrical sampling frame of that hospi- 
tal. Accordingly, in institutions not con- 
tributing 100 per cent of their obstetrical 
population to the study, a form of sys- 
tematic sampling was started, taking into 
account the size of the obstetrical popu- 
lation and the anticipated contribution. 
Although a basic scheme of unbiased 
sampling is used, it is not always possible 
to employ a single sampling design. 
There may also be slight variation from 
place to place regarding the basis for ex- 
clusion from the sampling frame. 

For each obstetrical patient in the 
sampling frame, including those not reg- 
istered in the study, a registration form, 
giving data on age, weeks of gestation, 
marital status, and race, is completed and 
sent to the central office by the institu- 
tion. By periodic analysis of registration 
forms sent in for all obstetrical patients 
in the sampling frame, significant changes 
in number and type of obstetrical pa- 
tients can be noted, and changes in the 
sampling ratio can be effected wherever 
necessary. 

A number of modifications of the com- 
pletely random or unbiased case selec- 
tion method have been recommended by 
some of the collaborating institutions. 
The reasons for these recommendations 
have been several. 

First, it has been suggested that the 
selection of patients should be based on 
the likelihood of a potentially higher 
yield of defective outcomes because of 
specific characteristics. Such a selection 
of high-risk cases might be based on 
parity, age, existence of previous com- 
plications of pregnancy, previous out- 
comes resulting in a number of abortions, 
and so forth. The evidence available 
shows that each of these factors might be 
associated with an increased incidence of 
defect in the offspring, and thus an in- 
creased likelihood of finding out more 
about the mechanism through which 
these recognized factors produce defect. 

However, there are a number of ob- 
jections to a selection of this type. To the 
extent that cases are selected on the basis 
of known or suspected etiological factors, 
the likelihood of detecting presently un- 
recognized or unsuspected factors in 
perinatal morbidity is reduced when the 
number of patients to be studied is fixed. 
Furthermore, when a special selection 
basis of this type is set up, one can never 
be sure that some additional bias is not 
being introduced which is not evident 
superficially in the basis of selection 
used. Thus, one of the chief limitations 
of this technique lies in the possibility of 
overlooking important interrelated vari- 
ables which may actually be determining 
factors. 

A second recommended basis for case 
selection deals with improved ease and 
consistency of data collection. A number 
of collaborators have cautioned, for ex- 
ample, that if we take into the study 
those patients who do not report for ob- 
stetrical care until late in pregnancy, 
there will not be accurate data available 
regarding the greater part of their preg- 
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nancies. Other collaborators have used 
this type of reasoning to justify their de- 
sire to exclude patients from the study 
on the basis of unwillingness to partici- 
pate or geographic factors which might 
make it difticult to maintain adequate 
tollowup. 

The primary concern in selection pro- 
cedures should be to make it possible to 
obtain desirable and feasible data. One 
must guard against the serious risk that 
inapparent factors may exert influence 
on such selection and that important in- 
fluences relating to the cause of perinatal 
morbidity may be obscured or over- 
looked. Insofar as possible, a study of 
this type should attempt to sample as 
complete a population of pregnant wom- 
en as possible in order to insure the 
broadest possible basis of experience. 

As a result of analysis of data on age, 
marital status, and race, obtained on reg- 
istration forms from all obstetrical pa- 
tients coming into the hospital, it will be 
possible to recommend special sampling 
procedures, such as for patients reporting 
for care early in pregnancy, or for pa- 
tients under 20 years of age or over 40 
years of age. Furthermore, it will be pos- 
sible to alter the kind of information 
requested on the registration forms to 
obtain population characteristics pertain- 
ing to new or special variables. Informa- 
tion of this type obtained from sampling 
the entire frame of patients will permit 
reaching decisions as quickly as possible 
regarding special sampling ratios. 

Patients coming back to the study in 
subsequent pregnancies provide data of 
unusual interest. They give some clue as 
to the importance of genetic or constitu- 
tional factors in pregnancy outcome. 
They supply unusually valuable data in 
respect to exposure to virus disease, since 
serologic data are available over a pe- 
riod of time. In addition, they provide 
information on the reliability and con- 
sistency of some of the history items. 

On the other hand, repeat pregnancies 
reduce the number of different pregnant 
women included in the study and thus 
reduce the potential detection of signifi- 
cant differences. There are several meth- 
ods of dealing statistically with repeat 
pregnancies. Any woman previously reg- 
istered may be excluded from the study. 


Or the study may include only those re- 


peaters who, by chance, fall again into 
the sample. The number of repeat preg- 
nancies brought into the study in this 
way would depend on the total number 
of pregnancies that come into a particu- 
lar hospital and the sampling ratio. 

Another method is to include in the 
study any woman who has previously 
been registered in the study; in other 
words, deliberately induct into the study 
all gravidas because of their prior inclu- 
sion in the study. The number of repeat 
pregnancies thus brought into the study 
would depend primarily on the repro- 
ductive patterns encountered in that par- 
ticular obstetrical population. 

The decision as to an optimum per- 
centage of repeat pregnancies for inclu- 
sion in the study must involve a bal- 
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ancing of the merits of including these 
repeat pregnancies against the loss of 
independent observations. Except for cer- 
tain genetic considerations and other 
questions where the repeat pregnancies 
alone are of interest, one must consider 
that the entire sample is reduced by the 
number of repeaters allowed. The fewer 
repeaters allowed into the study, the 
more factors it will be possible to detect 
as contributing to abnormal conditions in 
their children. 

The effect of reducing the 50,000 in- 
dependent cases by allowing repeaters 
among them can be measured only by 
noting the impact of such inclusions on 
the chances of missing a true difference 
in incidence rates for defects occurring 
in a population of gravidas with and 
without specific pregnancy conditions. 
The chances of missing true differences 
in incidence rates for specific defects as- 
sociated with some eight pregnancy con- 
ditions, cited in the literature, by allow- 
ing a repeat rate not to exceed 25 per 
cent, were determined. It was found, for 
instance, that, for nonpuerperal compli- 
cations where no repeats were allowed, 
using a 5 per cent level of significance, 
the chance of missing a significant differ- 
ence was 13 per cent; with 25 per cent 
repeats, it was 17 per cent. For toxemias 
of pregnancy, the chance was 40 per 
cent with no repeats and 50 per cent 
with 25 per cent repeats. Even with no 
repeaters, there is a good chance of miss- 
ing some differences for certain condi- 
tions and defects. 


Unfortunately, there is very little in- 
formation on which to base estimates of 
the number of repeat pregnancies likely 
to be found in the study over a 5-year 
period of enlisting gravidas. Analysis of 
previous experience of three hospitals in 
the study would indicate that approxi- 
mately 20 per cent of women delivering 
in these hospitals return for one or more 
deliveries within 5 years. 


FOLLOWUP 


Some of the collaborators have pointed 
out that the contemplated long followup 
of numerous infants in the study is the 
most irksome feature of the whole under- 
taking. They believe that cases with a 
greater likelihood of some defect or ab- 
normality being present or developing 
should be selected for followup. It is 
assumed that a carefully selected control 
case would be included in the study for 
comparison with the case selected on the 
basis of some presumed abnormality. 
The criticisms leveled against selection 
of high-risk cases could also be leveled 
against selection of the presumed defec- 
tive child for followup. Although this 
type of case selection would be useful in 
detecting the mechanism of factors or 
influences already suspected, it would 
definitely reduce the likelihood of de- 
tecting presently unrecognized causes of 
perinatal morbidity. Moreover, bias may 
easily be introduced in such a technique. 
The danger always exists that if a sub- 


sequent examiner learns that a case has 
been introduced into the study because 
ot some presumed defect, this may have 
an effect on his objectivity. 

A more serious disadvantage is the 
limited number of factors which can be 
used as a basis for selection of cases and 
controls. When different categories of 
cases plus controls are drawn into the 
study at various stages, the net result 
might very well be a great variety of 
procedures and relatively small groups 
of cases studied in different ways, with 
doubtful suitability for comparison with 
the main group of cases. Moreover, when 
all the special interest cases plus an 
equal number of controls are added, 
there is a good possibility of ending up 
with practically all the cases in the study. 
It would appear that the difficulties in- 
troduced into the study by a selection of 
infants based on their presumed defect 
outweigh any possible advantages. 

Followup, one of the most critical 
problems of the collaborative project, 
was recently the subject of a careful re- 
view by one of the collaborating institu- 
tions. In a series of eighth-month examin- 
ations scheduled for a 2-week period, 86 
per cent were completed, 8 per cent 
were temporarily delayed, and 6 per cent 
were permanent losses, because patients 
dropped out of the study, moved out of 
town, or were lost for some other reason. 
From the foregoing it is obvious that, 
despite diligent effort, dropouts and de- 
linquents are likely to pose a serious 
problem. Building rapport with the fam- 
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administration of enemas require consid- 
erable time, which might be advantageously 
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ily, inculcating a feeling of contribution 
to a humanitarian effort, publicizing the 
project, stimulating identification with 
the project through various means, pay- 
ing carfare for those unable to come for 
followup examinations otherwise, provid- 
ing baby sitters where necessary, and the 
like are all mechanisms which can be 
used to try to keep the sample intact. In 
fact all mechanisms that have proved to 
be effective in tracing families should be 
employed, such as use of the social serv- 
ice exchange and skip-tracing services. 
It is essential not to lose the time, effort, 
and money invested in each neonate. 
When a family is lost to followup, death 
certificates should be checked. This 
might supply endpoints for a fraction of 
such lost cases. 

There might be differences of opinion 
with respect to the frequency of follow- 
up examinations, ranging from examina- 
tions to be made as frequently as possible 
to no followup examination until such 
time as the child is of sufficient age to 
permit a definite decision on the status 
of his nervous system through examina- 
tion. The first approach is impractical 
because of the huge drain on the re- 
sources and personnel of the hospital and 
on the time and energy of both mother 
and child. The defects in the last ap- 
proach are dual. The first possibility is 


that the nature and character of certain 
minor defects, evident at an early age 
might be obscured by variations in train- 
ing “compensation.” For instance, the 
true nature of a speech defect can be 
confused when the child is not seen until 
after reactions to training and school 
experience are set. The other weakness 
of this approach lies in the fact that it 
makes no provision for evaluation of the 
importance of injuries and illnesses and 
other events which may lead to neuro- 
logical damage subsequent to the birth 
of the child and prior to the “definitive” 
examination at the end of the study. The 
earlier a given defect can be demon- 
strated, the less likely its erroneous cor- 
relation with come subsequent event. 


THE DATA AND THEIR RELIABILITY 


In a prospective study the data recorded 
at any given time should not be biased 
by reference to preceding events or 
modified in the light of subsequent de- 
velopments. To this end, data should be 
recorded at the earliest possible time 
after the event reported. 

For the purposes of this collaborative 
study, it was stressed that copies of the 
record of an event must be forwarded 
to the central office for coding, process- 
ing, and analysis without delay. Exam- 


inations should be conducted, and the 
results recorded, without reference to 
previous events or examinations. Perhaps, 
however, the best that may be achieved 
is a series of mutually exclusive “bias- 
free” blocks, one for the prenatal data, 
another for the events of labor and de- 
livery, and still another for the postnatal 
data, with different examiners for each of 
the three blocks. It is especially impor- 
tant that examinations of the infant are 
carried out without knowledge of possible 
favorable or unfavorable circumstances 
in the parents or in the environment, 
Sometimes the delivery room examiner 
of the neonate may be aware of events 
during delivery. If so, such awareness 
should be recorded so that it may be 
- into account in analysis of the 
ta. 

It is recognized that the ideal is un- 
obtainable. In many instances, the ex- 
amination itself will elicit information 
relative to previous events. In other in- 
stances, the examiner himself may recall 
pertinent details from a previous contact 
with the patient. In addition, the neces- 
sities of time and personnel may require 


' screening or selective procedures which 


of themselves are an indication to subse- 
quent examiners of the possible existence 
of an abnormality. Finally, medical care 
and ethical considerations often require 


(brand of vitamins, and minerals) 


that every possible means of evaluation 
be utilized. 

The achievement of uniformity of data 
collection and reporting represents the 
greatest difficulty in a study of this mag- 
nitude, where the collaborative efforts of 
a number of institutions and the coordi- 
nated activities of individuals of many 
disciplines are involved. In order to in- 
sure this essential uniformity, several 
measures are being used. 

1. The study is being conducted ac- 
cording to a single design, and the data 
collected are assembled, coded, and ana- 
lyzed within a single central office. 

2. Training sessions for participants 
have been developed, and it is hoped 
that uniformity may be maintained by 
frequent exchange of personnel among 
the collaborators. 

3. There is a continuing review of 
data and procedures by personnel of the 
central office. However, each institution 
must be on the lookout for biases, errors, 
and other inadequacies. These deficien- 
cies, unfortunately, cannot be discovered 
as efficiently or as rapidly through cen- 
tral-office editing alone. Local editing 
permits checking for completeness of 
study forms and accuracy of the inter- 
viewer or recorder and affords early de- 
tection of consistent errors. 

Periodically, the central office com- 


pares institution with institution for the 
percentage of times a given item on a 
form is left blank and other aspects 
dealing with reliability and consistency 
of data. These comparisons are sent to 
the institutions so that each can compare 
itself with the others. Variations may be 
explained by differences in clinic popu- 
lations (race, parity, geographic locations, 
and so forth) or by differences in stand- 
ards, definitions, and clinical interests. 
Agreement must be reached among mem- 
bers of a given discipline on standards, 
definitions, and abbreviations to be used. 

The project director is considered re- 
sponsible for the accuracy and quality of 
the data submitted. It is his responsi- 
bility to insure that all records for sub- 
mission to the central office are checked 
promptly for completeness, legibility, and 
reliability. 

Recently a review of Apgar Scores (a 
composite score based on an evaluation 
at a specific time of the neonate’s heart 
rate, respiratory effort, muscle tone, re- 
flex irritability, and color, compared with 
given standards, some of these com- 
ponents being more objectively rated than 
others) for 408 neonates from six collabo- 
rating institutions revealed a great varia- 
tion in distribution of scores among the 
institutions. The least distressed baby 
could score 10, the most distressed, 0 


The great variation in distribution of 
scores is indicated by the fact that the 
percentage of neonates scoring 8 or 
higher ranged from 12 per cent in one 
institution to 84 per cent in another. 
These great differences in score distribu- 
tion were also evident in each of the five 
component scores of the Apgar test. Such 
great variation might conceivably be due 
to actual differences in neonate popula- 
tions, but it is unlikely. It is probable 
that greater adherence to procedure in 
making the test, such as time after birth 
at which test was given, inaccessibility to 
prior knowledge by the rater of the 
gravida’s pregnancy risk, or reduction in 
inter- and intra-rater variability, can re- 
duce the variation. These and similar 
analyses will continue to be made. 
Concerning validation of data, one of 
the project institutions has studied the 
degree to which birth weight information 
given by the gravida concerning her 
prior pregnancies compares with birth 
record data. Additional studies by other 
project institutions attempt to validate 
information given by the gravida about 
her sisters and their offspring, by com- 
paring it with similar information ob- 
tained from the sisters themselves. Un- 
derway is a pilot study of the actual 
examination of the relatives reported by 
the gravida as having neurological dis- 
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The first full-range medication 
for chronic gout and gouty arthritis 
... New 


provides comprehensive treatment by combining in Average Dose: One tablet three times a 
one convenient dose: day after meal after meals. Literature on method 
sparen of administration and dosage is avail- 


FLEXIN® Zoxazolaminet: the most potent uricosuric able upon request. 
agent available’ Supplied: TRIURATE is available as 


Colchicine: time-tested specific for gout—effective >eige, scored tablets, imprinted 
in preventing acute attacks’.5.6 Bottios ef 90. 


) TYLENOL® Acetaminophen: effective, nonirritating (1) Boland, E. W.: World-Wide Abstracts 


analgesic? which does not interfere wi icosuric 3:11, 1960. (2) Kolodny, A. L.: J. Chron. 
Dis. 11:64, 1960. (3) Talbott, J. H.: 


action®.® Arth. & Rheumat. 2:182, 1959. (4) 
the triple therapeutic action of TRIURATE provides all Burns, J. J.; Yu, T. F.; Berger, L., and 


these clinical benefits: Gutman, A. B.: Am. J. Med. 25:401, 
1958. (5) Beckman, H.: Pharmacology 


= * promotes maximum urinary urate excretion in Clinical Practice, Philadelphia, FE 
ee + markedly reduces serum uric acid Saunders, 1952, pp. 515-516. (6) Tal- = 
relieves chronic pain and discomfort Joint Surg. 
- lessens frequency and severity of acut 40-A:994, 1858. (7) Batterman, R. C., 
1955. (8) Connor, T. B.; Carey, T. N.; i 
- prevents formation of new deposits Davis, T., and Lovice, H.: J. Clin. Invest. 2. 
- helps restore mobility 38:997, 1959. (9) Reed, E. B.: Unpub- 
maintains effectiveness with minimal side effects ‘ished data. 
*Trade-mark {U.S. Patent No. 2,690,985 
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orders to determine over-reporting on the 
part of the gravida and the extent of 
inaccuracies in this type of reported data. 

It is expected that a number of studies 
to determine the validity of the gravida’s 
response to questions concerning her 
medical history, by comparison with rec- 
ords of medical care, will be undertaken 
with several prepaid health plans. Efforts 
to validate data will continue to receive 
urgent attention. 


THE RESULTS 


All records will be machine processed 
and tabulated centrally. It is planned to 
prepare a feedback summary statistical 
report periodically (probably annually) 
during the course of the study. These 
reports will include summary tabulations 
for each institution and for all institu- 
tions combined. Because of the com- 
plexity of this study and the multitude of 
variables to be analyzed, it would not 
be feasible or practicable for these re- 
ports to be prepared in great detail. The 
summary tabulation will be in the form 
of relatively simple distributions, such as 
two-way classifications for the items of 
major importance and interest. No at- 
tempt will be made to prepare detailed, 
periodic analytical reports describing as- 
sociations or correlations of perinatal 
events with the development of neuro- 
logical and other sensory disorders until 
data on a sufficient number of pregnancy 


outcomes have been collected to allow 
meaningful interpretation. 

Reports and tabulations prepared pe- 
riodically will also be used to determine 
the general distribution of the popula- 
tions sampled in each institution with 
respect to the variables under considera- 
tion. They will be used, in addition, on 
a continuing review basis, to point up 
possible major differences between the 
institutions, due either to random varia- 
tion, differences in respect to populations 
sampled, or differences in procedures, 
techniques, and methods of data collec- 
tion. In interpretation of these data, con- 
sideration must be given to these possible 
sources of differences. 

This review of the preliminary distri- 
bution of data, obtained from the tabula- 
tions mentioned above, will, it is hoped, 
help to determine the most expeditious 
way of treating and analyzing the data. 
For example, the observed distribution of 
the various items can be used as a guide 
for setting up feasible cross-classifications 
of items, such as prenatal factors, for 
analysis and will indicate, to some ex- 
tent, types of analytical methods and 
tests to be employed. One possible first 
approach would be a series of 2 x 2 
chi-square tables. This type of massive 
analysis is now feasible through the use 
of high-speed computers which permit 
the otherwise laborious computations of 
large volumes of data in a relatively short 
time and at reasonable cost. 


In this study it is necessary to deter- 
mine the incidence of certain types of 
stress among the newborn through the 
first several years of life from gravidas 
with given prenatal conditions or events 
as compared with those without such 
conditions or events, controlling as near- 
ly as possible for other relevant variables 
such as age of mother, race, and previous 
pregnancies. For example, the mothers 
will be subdivided into groups according 
to certain characteristics, environmental, 
biological, or genetic, which they or their 
husbands possess, and according to the 
course of pregnancy, labor, and delivery. 
The incidence of neurological and other 
conditions, of pregnancy wastage, and of 
childhood mortality will be studied in 
each of these groups. Associations or 
significant relationships which may be 
revealed from the analyses may require 
additional well-controlled studies of a 
specific nature. 

In analyzing the data, consideration 
must be given to the fact that a large 
number of variables are being studied. 
Many of the variables to be studied are 
not independent of one another, which 
is a further complication. For these and 
other reasons, in the process of examin- 
ing cross-classified tabulations, perplex- 
ing questions may arise. To arrive at an- 
swers, it may be necessary to employ 
complex analytical techniques, such as 
multivariate analysis. 

These are some of the methodological 
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NEW! Soffer, Dorfman and Gabrilove— 
The Human Adrenal Gland 

By LOUIS J. SOFFER, M.D., F.A.C.P., Attending Physician and Head of Endocrinology, The 
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cester Foundation for Experimental Biology, Shrewsbury, Massachusetts; and J. LESTER 
GABRILOVE, M.D., F.A.C.P., Associate Attending Physician, The Mt. Sinai Hospital; Associ- 
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in Medicine 
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NEW Boyd—A Textbook of Pathology 

EDITION! By WILLIAM BOYD, M.D., Professor Emeritus of Pathology, The University of Toronto, 


Canada. 1370 pages. 792 illustrations and 20 plates in color. New 7th edition. $18.00. 


Washington Square 


A-162 


LEA & FEBIGER | 


Philadelphia 6, Pa. 


| 

| 


C0 Gk N N4 for all forms of 


Benztropine Methanesulfonate 


Parkinson’s disease does not have to mean a retreat from living or reluctance to face family and friends. 
Treatment with “CocENTIN often causes a diminution or disappearance of the typical parkinsonian facies. 
It has the ability to control severe tremor and may control sialorrhea better than atropine.” Severe rigidity, 
contractures, and frozen states also respond to CocENTIN.? Its prolonged action permits 24-hour control of 
symptoms with one bedtime dose.* 


Before prescribing or administering CocENTIN, the physician should consult the detailed information on use accompanying the package or available on request. 
Supplied: Tablets CoceENTIN (quarterscored), 2 mg., bottles of 100 and 1000. New dose form: Injection CocENTIN, 1 mg. per cc., ampuls of 2 cc., boxes of 6. 
References: 1. Finkel, M. J.: M. Times 86:1391, 1958. 2. Doshay, L. J., and Boshes, L.: Postgrad. Med. 27:602, 1960. 3. A. M. A. Council on Drugs: 
New and Nonofficial Drugs 1960, Philadelphia, J. B. Lippincott Company, 1960, p. 264. CoGENTIN is a trademark of Merck & Co., Inc. 
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Talking on the radio-telephone is 
Homer “Bud” Jackson, both a scientist 
and a hard-working buyer for a company 
processing Florida oranges into frozen 
juice concentrate. 


He has just made a decision that’s 
important to you. He has analyzed some 
sample oranges from the grove in the 
background and found that they have 
the optimal amount of sugar, of acid, 
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and are of the proper texture. (Testing 
for vitamin C comes later.) Homer 
Jackson knows that these oranges are of 
a quality to meet the exacting regula- 
tions required by the Florida Citrus 
Commission. 


These standards for quality in citrus 
products are the highest in the world. 
This is important to you and your pa- 
tients because juice made from the best 


©F lotta Citrus Commission, Lakeland, Florida 


Why Homer Jackson’s work is important to you... 


oranges will be nutritionally best for 
your patients. It will contain abundant 
amounts of vitamin C and rich, natural 
fruit sugars. 


It’s good nutrition to encourage peo- 
ple to drink orange juice. It makes good 
sense to persuade them to drink orange 
juice that you know tastes good, has the 
right sugar-acid ratio, and is packed full 
of nutritionally important vitamin C, 
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The continuing clinical effectiveness 

of Terramycin therapy derives as always 
from its proven antibiotic characteristics- 
rapid absorption; notably wide distribution 
in body tissues and fluids; high, active 
urinary concentrations; and a broad 
anti-infective spectrum embracing even 

such a troublesome organism as Pseudomonas. 
Additionally, Terramycin therapy provides 
the assurance of a 10-year record of 


exceptional toleration. antibiotic 
Cosa-Terramycin 
OXYTETRACYCLINE WITH GLUCOSAMINE 
IN BRIEF y today’s oral form of Terramycin 


Cosa-Terramhycin provides oxytétracycline 
(Terramycin®) with glucosaminé for maxi- 
mum absorption. 


INDICATIONS: Because oxytetracycline is effec- 
tive against both gram-positive and gram- 
negative bacteria, rickettsiae, spirochetes, 
large viruses, and certain parasites (amebae, 
pinworms), Cosa-Terramycin is indicated in 
a great variety of infections due to suscepti- 
ble organisms, e.g., infections of the respira- 
tory, gastrointestinal, and genitourinary 
tracts, surgical and soft-tissue infections, 
ophthalmic and otic infections, and many 
others, 


ADMINISTRATION AND BOSAGE: Adults: 1 
Gm. of oxytetracycline daily in four divided 
doses is usually effective. In severe infections, 
a larger dosage (2-4 Gm. daily) may be in- 
dicated. Infants and children: 10-20 mg. of 
oxytetracycline per lb. of body weight daily. 
Certain diseases are treated in courses. 


SIDE EFFECTS AND PRECAUTIONS: Antibiotics 
may allow overgrowth of nonsusceptible 
organisms —particularly monilia and resist- 
ant staphylococci. If this occurs, discontinue 
medication and institute indicated suppor- 


tive therapy and treatment with other ap- 
propriate antibiotics. Aluminum hydroxide 
gel has been shown to decrease antibiotic 
absorption and is therefore contraindicated. 
Glossitis and allergic reactions are rare. 
There are no known contraindications to 
glucosamine. 


SUPPLIED: Cosa-Terramycin Capsules, 250 
mg. and 125 mg. Terramycin is also avail- 
able in: Cosa-Terrabon® Oral Suspension, 
a palatable preconstituted aqueous suspen- 
sion containing 125 mg. per 5 cc. teaspoonful, 
bottles of 2 oz. and 1 pint; Cosa-Terrabon® 
Pediatric Drops, a palatable preconstituted 
aqueous suspension containing 5 mg. per 
drop (100 mg. per cc.), bottle of 10 cc. with 
calibrated plastic dropper; and Terramycin 
Intramuscular Solution, conveniently pre- 
constituted, in the new 10 cc. multi-dose 
vial, 50 mg. per cc., and in 2 cc. prescored 
glass ampules, containing 100 mg. or 250 
mg., packages of 5 and 100. In addition, a 
variety of other systemic and local dosage 
forms are available to meet specific thera- 
peutic requirements. 

More detailed professional information available on request. 


Science for the world’s well-being® Pfizer) PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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issues that face a statistician in collabo- 
rative research. While statistical decisions 
must be uniform for all of the institu- 
tions in a study of this type, the applica- 
tion of these decisions and their feasi- 
bility may vary from place to place. 
Practicality may occasionally compromise 
the difference between what should be 
done, or the ideal, and what can be 
done, or the situation as it is. 

Finally, a project of this magnitude 
represents a considerable burden super- 
imposed on routine hospital administra- 
tion. Under no circumstance can routine 
administration be disrupted by the study. 
Consequently, the study must be fitted 
into the hospital situation as it exists. 
Since no two hospitals function in the 
same way, this may, in itself, account for 
some of the interhospital variation. 

One of the most important objectives 
of this study has been relatively unem- 
phasized, that is, to obtain a greater 
knowledge of the methods used in con- 
ducting such long-term, interdisciplinary, 
collaborative undertakings. If successful 
methods can be devised, a completely 
new and almost limitless area of research 
will have been opened up, research 
where the united efforts of many indi- 
viduals and institutions can be brought 
together in a common undertaking. 


1. Lilienfeld, ‘A. M., and Parkhurst, E.: A 
study of the association of factors of pregnancy 
and parturition with the development of cere- 
bral palsy. Am. J. Hyg. 53:262-282, May 1951. 


Books received 


Books received for review during the pe- 
riod from March 5 to April 5 are listed 
below. Reviews will be published as 
space permits. 


MANAGEMENT OF HYPERTENSIVE DIS- 
EASES. By Joseph C. Edwards, A.B., M.D., 
F.A.C.P., F.A.C.C., Assistant Professor of Clin- 
ical Medicine, Cardiovascular Consultant to Di- 
vision of Gerontology, and Consultant in the 
Hypertension and the Cardiac Clinics, Washing- 
ton University School of Medicine and Barnes 
Hospital, St. Louis, Mo.; Cardiologist and Di- 
rector of Hypertension Clinic, St. Luke’s Hos- 
pital, St. Louis, Mo.; Active Staff Physician, 
Deaconess Hospital, and Member of Consultant 
Staff, Missouri Baptist Hospital and St. Joseph 
Hospital, St. Louis, Mo.; Consultant, Council on 
Drugs, American Medical Association; Medical 
Consultant, Fifth Army of the United States, 
Office of the Surgeon, Chicago, Ill. Cloth. Pp. 
439, with illustrations. Price $15.00. The C. V 
Mosby Company, 3207 Washington Boulevard, 
St. Louis 3, 1960. 


SYSTEMIC LUPUS ERYTHEMATOSUS. By 
Daniel L. Larson, M.D., Assistant Professor of 
Medicine, Columbia University College of Phy- 
sicians and Surgeons; Assistant Attending Phy- 
sician of the Presbyterian Hospital; Visiting 
Physician, Francis Delafield Hospital; and Chief, 
Rheumatic Fever Clinic of the Edward Daniels 
Faulkner Arthritis Clinic, Presbyterian Hospital, 
New York. Cloth. Pp. 212, with illustrations. 
Price $7.50. Little, Brown and Company, 34 
Beacon Street, Boston 6, 1961. 


MULTIPLE SCLEROSIS PROGNOSIS AND 
TREATMENT. By Leo Alexander, M.D., Direc- 
tor, Multiple Sclerosis Research Clinic and 
Neurobiologic Unit, Division of Psychiatric Re- 
search, Boston State Hospital; Assistant Clinical 
Professor of Psychiatry, Tufts University Medi- 
cal School, Boston, Massachusetts; Austin W. 
Berkeley, Ph.D., Professor of Psychology, Boston 
University; and Alene M. Alexander, Adminis- 
trative Assistant, Multiple Sclerosis Research 
Clinic, Boston State Hospital. Cloth. Pp. 188, 
with illustrations. Price $7.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1961. 


HAEMATOLOGY. By R. B. Thompson, 
M.D., F.R.C.P., Senior Lecturer in Medicine, 
King’s College Medical School, University of 
Durham; Assistant Physician, Royal Victoria 
Infirmary and Princess Mary Maternity Hospital, 
Newcastle upon Tyne. Cloth. Pp. 306, with il- 
lustrations. Price $6.00. J. B. Lippinicott Com- 
pany, East Washington Square, Philadelphia 5, 
1961. 


SYNOPSIS OF ORAL PATHOLOGY. By S. 
N. Bhaskar, B.D.S., D.D.S., M.S., Ph.D., Major, 
United States Army Dental Corps; Chief, Oral 
Tumors Branch, Armed Forces Institute of 
Pathology, Washington, D.C.; Assistant Profes- 
sor of Pathology, Georgetown University School 
of Dentistry, Washington, D.C.; Lecturer, Army 
Medical Service Graduate School, Walter Reed 
Army Medical Center, Washington, D.C.; Con- 
sultant in Oral Pathology to the Assistant Sur- 
geon General and Chief of the Dental Corps, 
United States Army; Member, Dental Research 
Advisory Committee to the Medical Research 
and Development Division, Department of the 
Army; formerly Associate Professor of Patholo- 
gy, University of Illinois College of Dentistry, 
Chicago, Ill. Cloth. Pp. 502, with illustrations. 
Price $9.75. The C. V. Mosby Company, 3207 
Washington Boulevard, St. Louis 3, 1961. 


RECENT ADVANCES IN TROPICAL MED- 


Here are three good reasons why 
you should write “Raudixin” in the 
treatment of high blood pressure: 


3. Every Raudixin tablet to 
reach your patient meets the 
high Squibb standards for ef- 
fectiveness, potency and 
uniformity. 


2. Radioisotope dilution assay 
(important, but rarely done 
elsewhere) determines potency. 


1, The whole root, including 
all its active fractions, is used 
for maximal antihypertensive 
activity with minimal sedation.. 


SQuisB 


Squibb Quality 


Squibb Standardized Whole Root Rauwolfia Serpentina 
Supply: 50 and 100 mg. tablets. | ‘Raudixin’® is a Squibb trademark. 


| For full information, 
i see your Squibb 

i Product Reference 
or Product Brief. 
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cures the first 
ten million “tries” 


only consistent, sustained relief of cold symptoms 


In 9 years Novahistine formulas haven't cured a single cold but, according 
to National Prescription Audits, they have been prescribed for relief of 
symptoms in over 10,000,000 patients. 


Novahistine LP, for instance, brings prompt, continuous cold symptom 
relief for 8 to 12 hours. Two Novahistine LP tablets in the morning and two 
in the evening will control the average patient's cold discomforts. Each 
tablet contains 25 mg. phenylephrine hydrochloride and 4 mg. chlorpro- 
phenpyridamine maleate. 


Novahistine 


ine PITMAN-MOORE COMPANY owision OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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There is an increasing awareness of iron deficiency 
in infants and children 


“Tron deficiency anemia is the most common deficiency dis- 
ease of infancy and childhood.” 


“The average full-term infant requires 8 mg. of iron daily 
from about 6 months of age....’” 


The older child, too, often is in a precarious state of iron 
balance“... because of his added needs to support growth 
and his expanding blood volume....’” 


The following chart shows the ages at which iron stores of the newborn infant 
tend to become depleted and the total iron needed by the end of the first year. 
To help fill the gap, prophylactic iron should be started at 2 to 6 months of age. 


WHEN IRON STORES BECOME DEPLETED? 


Total Total Iron Required for 
Body Iron Average Ages of Depletion Hemoglobin and Other 
at Birth of Iron Stores Body Needs at One Year 
Full-Term 
Infant r 398 mg. 


Full-Term 
(Low Hb.) 


r 398 mg. 


Premature 


Age/Mos. 2 4 6 8 10 12 
References: (1) Jacobs, I.: GP 21:93 (Jan.) 1960. (2) Shulman, I.: J.A.M.A. 175:118-123 


(Jan. 14) 1961. (3) Moore, C. V., in Wohl, M. G., and Goodhart, R. S.: Modern Nutrition 
in Health and Disease, ed. 2, Philadelphia, Lea & Febiger, 1960, p. 243. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


M122 mg. 360 mg. 


Now...two new products to 
supply the iron they need at 
the ages they need it 


TRI-VI-SOL 


VITAMIN DROPS WITH IRON 


DECA-VI-SOL 


CHEWABLE VITAMINS WITH IRON 


These two new formulations—one for infants, one for older children 
—are distinctive additions to the present line of Vi-Sol® vitamins, 
thereby providing the choice of Tri-Vi-Sol drops with and without 
iron and Deca-Vi-Sol chewable vitamins with and without iron. Both 
new products taste good. The packaging carefully limits elemental 
iron to a total of 500 mg. per bottle. Nevertheless, the bottles should 
be kept out of the reach of children. 


Tri-Vi-Sol vitamin drops with iron. Each 0.6 cc. daily dose supplies 10 mg. elemental 
iron plus safe, rational amounts of vitamins C, D and A. Supplied in bottles-of 30 cc. 


Deca-Vi-Sol chewable vitamins with iron, Each chewable tablet supplies 10 mg. 
elemental iron and safe, rational amounts of C, D and A plus seven significant 
B vitamins. Supplied in bottles of 50 chewable tablets. 


10 mg. of prophylactic iron... 
logically combined for your 
convenience with two of the 
most widely used and accepted 
pediatric vitamin products 
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Osteoarthritis 
Rheumatoid arthritis 
Frozen shoulder 
Acute gouty arthritis 

Tensor fascia lata syndrome 


Collateral ligament strains 
Lumbosacral strain 
Rheumatoid nodules 
Osteochondritis 
 ‘Tendsynovitis 
Trigger points 
‘Tennis elbow 
‘Trigger finger 


“MYOSITIS: 


SUSPENSION 


PREDNISOLONE TERTIARY-BUTYLACETATE 


CONSISTENTLY EFFECTIVE—PROLONGED RELIEF 


Dosage: the usual intra-articular, intrabursal or soft tissue dose ranges 
from 20 to 30 mg. depending on location and extent of pathology. 


Supplied: Suspension HYDELTRA-T.B.A.—20 mg./cc. of prednisolone 
tertiary-butylacetate in 5-cc. vials. 


Additional information is available to physicians on request. HYDELTRA-T.B.A. is a 


trademark of Merck & Co., INC. 
MERCK SHARP & DOHME 
MQ Division of Merck & Co., Inc., West Point, Pa. 
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utilization improves he picture 


Iron utilization depends principally upon the rate of erythropoiesis!.2 which, in turn, is controlled by the hormone, 
erythropoietin.3.4 Cobalt is the only clinically proved agent which enhances the formation of erythropoietin®.© 
..-providing a rational physiologic approach to the treatment of anemia. (] RONCOVITE-MF, through cobalt- 

created erythropoietin, produces a more rapid and complete red blood cell and hemoglobin response in 
iron deficiency anemia of pregnancy.”-9 Typically, in a study of pregnant patients, “. . . utilization of orally 
administered iron was increased roughly twofold by the simultaneous administration of cobalt.”7 


Each tablet contains: cobalt chloride (cobalt as Co, R ® : 
3.7 mg.) 15 mg. and ferrous sulfate, exsiccated, 100 mg. VITE-mf 
(1) Bothwell, T. H., Pirzio-Biroli, G., and Finch, C. A.: J. Lab. & Clin. Med. $1:24, 1958. (2) Beutier, E., and 
Buttenwieser, E.: J. Lab. & Clin. Med. 55:274, 1960. (3) Gordon, A. S.; Physiol. Rev. 39:1, 1959, 28 
(4) Rosse, W. F., and Gurney, C. W.+ J. Lab. & Clin. Med. 53:446, 1959. (5) Goldwasser, E.; Jacobson, 0 
L, 0.; Fried, W., and Plzak, L. F.; Blood 13:55, 1958, (6) Murdock, H. R., Jr.: J. Am. Pharm, 
A. (Scient. Ed.) 48:140, 1959. (7) Center, W. M.: Clin. Med, 7:713, 1960. (8) Craig, ; 
-y P. E.; Clin. Med. 6:597, 1959. (9) Holly, R. G.: Clin. Obst. & Gynec. 1:15, 1958. ae 
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ICINE. By Sir Neil Hamilton Fairley, K.B.E., 
M.D. (Lond), D.Sc. (Melb), F.R.C.P., 
F.R.A.C.P., D.T.M. & H. (Eng), F.R.S., Hon. 
F.R.C.P. (Ed), Hon. M.D. (Adel), Hon. LL.D. 
(Melb), Hon. D.Sc. (Syd), Consulting Physi- 
cian, Hospital for Tropical Diseases, University 
College Hospital, London; Formally Wellcome 
Professor of Clinical Tropical Medicine, Univer- 
sity of London; Tata Professor of Clinical Tropi- 
cal Medicine, Bombay; and Hon. Consultant in 
Tropical Medicine to the Army; A. W. Wood- 
ruff, M.D. (Durh), Ph.D. (Lond), F.R.C.P., 
D.T.M. & H. (Eng), Wellcome Professor of 
Clinical Tropical Medicine, University of Lon- 
don; Physician, Hospital for Tropical Diseases, 
University College Hospital, London; Lecturer 
in Tropical Medicine, Royal Free Hospital, 
London; Hon. Consultant in Tropical Medicine 
to the Army; and J. H. Walters, M.D. (Camb), 
F.R.C.P., Lt.-Col. I.M.S. (Ret), Physician, Hos- 
pital for Tropical Diseases, University College 
Hospital, London; Consultant Physician, Tropi- 
cal Unit, Queen Mary’s Hospital, Roehampton; 
Lecturer in Tropical Medicine, London School 
of Hygiene and Tropical Medicine; Lecturer in 
Tropical Medicine, King’s College Hospital, 
London. Ed. 3. Cloth. Pp. 480, with illustra- 
tions. Price $11.00. J. & A. Churchill Ltd., 
London. Little, Brown and Company, exclusive 
pe distributors, 34 Beacon Street, Boston 6, 


STRANGULATION OBSTRUCTION. By Is- 
idore Cohn, Jr., M.D., D.Sc. (Med.), Professor 
of Surgery, Louisiana State University, School 
of Medicine, New Orleans, Louisiana. Cloth. 
Pp. 273, with illustrations. Price $11.75. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1961. 


CLINICAL QBSTETRICS AND GYNECOL- 
OGY. Volume 4, Number 1. Obstetric Anes- 
thesia and Analgesia: Edited by Robert A. 
Hingson, M.D. Vaginal Surgery: Edited by 
Abraham F. Lash, M.D., Ph.D. Cloth. Pp. 304, 
with illustrations. Price $18.00 a year. Paul B. 


Hoeber, 49 East 33rd Street, New York 16, 
196 


KRANZ MANUAL OF KINESIOLOGY. By 
Clem W. Thompson, Ph.D., F.A.C.S.M., Pro- 
fessor of Health and Physical Education, Man- 
kato State College, Mankato, Minn.; formerly 
of Boston University, Boston, Mass. Ed. 4. 
Paper. Pp. 159, with illustrations. Price $3.75. 
The C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1961. 


THE TREATMENT OF HYPERTENSION. 
By Sir George White Pickering, M.A., M.D., 
F.R.C.P., F.R.S., Regius Professor of Medicine, 
University of Oxford; William Ian Cranston, 
M.D., M.R.C.P., First Assistant, Department of 
Regius Prof Medicine, University of 
Oxford; and Michael Andrew Pears, M.D., 
M.R.C.P., Clinical Tutor, Department of Regius 
Professor of Medicine, University of Oxford. 
Cloth. Pp. 175, with illustrations. Price $7.00. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1961. 


RECENT ADVANCES IN HUMAN GENET- 
ICS. Edited by L. S. Penrose, M.A., M.D., 
F.R.S., Galton Professor of Eugenics, University 
College, London. Cloth. Pp. 194, with illustra- 
tions. Price $8.00. J. & A. Churchill Ltd., 
London, Little, Brown and Company, exclusive 
U.S. distributors, 34 Beacon Street, Boston 6, 
1961. 


DUNHAM’S PREMATURE INFANTS. By 
William A. Silverman, M.D., Associate Professor 
of Clinical Pediatrics, College of Physicians and 
Surgeons, Columbia University; Director of the 
Premature Nursery, Babies Hospital, New York. 
Ed. 3. Cloth. Pp. 578, with illustrations. Price 
$15.00. Paul B. Hoeber, 49 East 33rd Street, 
New York 16, 1961. 


TEXTBOOK OF PHYSIOLOGY. By W. W. 
Tuttle, Ph.D., Sc.D., Professor Emeritus of 
Physiology, College of Medicine, State Univer- 


sity of Iowa, Iowa City, Iowa; and Byron A, 
Schottelius, Ph.D., Associate Professor of Physi- 
ology, College of Medicine, State University of 
Iowa, Iowa City, Iowa. Ed. 14. Cloth. Pp. 547, 
with illustrations. Price $7.00. The C. V. Mosby 
Company, 3207 Washington Boulevard, St, 
Louis 3, 1961. 


CLINICAL PHARMACOLOGY. By D. R, 
Laurence, M.D., M.R.C.P., Senior Lecturer in 
Applied Pharmacology, Department of Pharma- 
cology, University College, and Medical Unit, 
University College Hospital Medical School, 
London; and R. Moulton, M.B., lately Research 
Assistant, Medical Unit, University College Hos- 
pital Medical School, London. Cloth. Pp. 490, 
with illustrations. Price $10.00. Little, Brown 
and Company, 34 Beacon Street, Boston 6, 
1960. 


SURGICAL DISEASES OF THE LUNG. By 
Buford H. Burch, M.A., M.D., Chief of Tho- 
racic Surgery, Chest Center, Patton State Hospi- 
tal, Patton, California; Instructor, Division of 
Surgery, College of Medical Evangelists, Loma 
Linda, California; Thoracic Surgical Consultant 
to Camarillo, Metropolitan, Fairview, Pacific 
Atascadero and Porterville State Hospitals; and 
Arthur C, Miller, M.S., M.D., F.A.C.S., Assist- 
ant Professor, Division of Surgery, College of 
Medical Evangelists, Loma Linda, California; 
Associate Thoracic Surgeon, Chest Center, Pat- 
ton State Hospital, Patton, California; Consult- 
ing Thoracic Surgeon, San Bernardino County 
Charity Hospital, San Bernardino, California; 
Senior Surgeon, Loma Linda Sanitarium and 
Hospital, Loma Linda, California. Cloth. Pp. 
128, with illustrations. Price $8.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1961. 


ANATOMY AND PHYSIOLOGY FOR RA- 
DIOGRAPHERS. By C. K. Warrick, M.B., 
B.S. (Lond.), M.R.C.S., L.R.C.P., F.R.C.S, 
(E)., F.F.R., D.M.R., Consultant Radiologist, 
Royal Victoria Infirmary, Newcastle upon Tyne, 


© 


DECLOMYCIN® 


Demethyichlortetracycline 


© 
Now...the only Nystatin 
combination with extra-active 


& 


Demethylchlortetracycline and Nystatin LEDERLE 
CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl and 250,000 units Nystatin. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QED 
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urinary infections 
MANDELAMINE PROVIDES: 
BACTERIAL CONTROL WITHOUT 
RESISTANT MUTANTS 


As resistance develops to more and more antibacterials, many 
physicians choose Mandelamine as their antibacterial of first 
choice in urinary infections. Mandelamine acts speci fically in the 
urinary tract, and is effective against most urinary pathogens 
. (including antibiotic-resistant Staph.). Resistant strains have 
not developed. Sensitization in any form has not occurred, even 
after — use. end Mande is too. 


MANDELAMINE 


MORRIS PLAINS, NJ brand of methenamine mandelate 


the urine-specific antibacterial 
oriz Full dosage information, available on request, should be consulted before initiating therapy. 
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for the first time 
adequate iron 
in convenient 
sustained-release 
form for more 
efficient assimilation 


sustained-release capsules 


for improved treatment of iron-deficiency anemia 


Each Mol-lron Chronosule contains the equivalent 
of 80 mg. elemental iron. Gradual dosage release 
means greater patient tolerance — minimizing 

G.I. disorders. Marked increases in hemoglobin 
and hematocrit levels through sustained 
liberation of more absorbable Mol-Iron. All the 
advantages of specially processed Mol-lron — now 
in the form most conducive to efficient assimilation. 
Dosage: Adults — one Mol-lron Chronosule daily. 
In severe anemia, one Chronosule twice daily. 
Children — one Mol-lron Chronosule daily. 
Supplied: Bottles of 30 Chronosules. 


Complete information concerning the use of this 
drug is available on request. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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and Lecturer in Radiological Anatomy, Univer- 
sity of Durham. Cloth. Pp. 265, with illustra- 
tions. Price $7.00. Edward Arnold Publishers 
Ltd., London. The William and Wilkins Com- 
pany, exclusive U.S. distributors, 428 East 
Preston Street, Baltimore 2, 1960. 


KEY AND CONWELL’S MANAGEMENT 
OF FRACTURES, DISLOCATIONS, AND 
SPRAINS. By H. Earle Conwell, M.D., 
F.A.C.S., Associate Professor of Orthopedic Sur- 
gery, University of Alabama School of Medi- 
cine, Birmingham, Ala.; Attending Orthopedic 
Surgeon, University Hospital, St. Vincent’s Hos- 
pital, Children’s Hospital, Baptist Hospitals, 
East End Hospital, and South Highlands In- 
firmary, Birmingham, Ala.; Consulting Orthope- 
dic Surgeon, Veterans Hospitals, Tuscaloosa, 
Ala., and Montgomery, Ala.; Member, Trauma 
Committee, American College of Surgeons; 
Member, Fracture Committee, American Acad- 
emy of Orthopaedic Surgeons; Member Ortho- 
pedic Advisory Board, Alabama State Crippled 
Children’s Service; Chief, Conwell Orthopedic 
Clinic, Birmingham, Ala.; and Fred C. Rey- 
nolds, M.D., Professor of Orthopedic Surgery, 
Washington University School of Medicine, St. 
Louis, Mo. Ed. 7. Cloth. Pp. 1153, with illus- 
trations. Price $27.00. The C. V. Mosby Com- 
pany, 3207 Washington Boulevard, St. Louis 3, 
1961. 


AN ATLAS OF PAIN PATTERNS. Sites and 
Behavior of Pain in Certain Common Diseases 
of the Upper Abdomen. By Lucian A. Smith, 
M.D., M.S., (Med.); Norman A. Christensen, 
M.D., M.S. (Med.); Norbert O. Hanson, M.D.; 
Donald E. Ralston, M.D., M.S. (Med.); Rich- 
ard W. P. Achor, M.D., M.S. (Med.); Kenneth 
G. Berge, M.D., M.S. (Med.); George W. Mor- 
row, Jr., M.D., M.S. (Med.); and Arthur H. 
Bulbulian, M.S., D.D.S., F.A.C.D., Mayo Clinic 


and Mayo Foundation, Rochester, Minnesota. 
Cloth. Pp. 54, with illustrations. Price $12.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1961. 


BIOCHEMISTRY FOR MEDICAL STU- 
DENTS. By William Veale Thorpe, M.A. 
(Cantab.), Ph.D. (Lond.), Reader in Chemical 
Physiology, University of Birmingham, Ed. 7. 
Cloth. Pp. 552, with illustrations. Price $9.00. 
J. & A. Churchill, Ltd., London. Little, Brown 
and Company, exclusive U.S. distributors, 34 
Beacon Street, Boston 6, 1960. 


MULTIPLE-CHOICE EXAMINATIONS IN 
MEDICINE. A Guide for Examiner and Exam- 
inee. By John P. Hubbard, M.D., Professor of 
Public Health and Preventive Medicine, Univer- 
sity of Pennsylvania School of Medicine; Execu- 
tive Secretary, National Board of Medical Ex- 
aminers; and William V. Clemans, Ph.D., 
Director of Testing Services, National Board of 
Medical Examiners, Philadelphia, Pennsylvania. 
Paper. Pp. 186, with illustrations. Price $3.75. 
Lea & Febiger, Washington Square, Philadel- 
phia 6, 1961. 


ATLAS OF OBSTETRIC TECHNIC. By J. 
Robert Willson, M.D., M.S., Professor of Ob- 
stetrics and Gynecology, Temple University 
School of Medicine, Philadelphia, Pa.; Head of 
the Department of Obstetrics and Gynecology, 
Temple University Hospital, Philadelphia, Pa. 
De Luxe Ed. Cloth. Pp. 304, with illustrations. 
Price $14.50. The C. V. Mosby Company, 3207 
Washington Boulevard, St. Louis 3, 1961. 


SURGERY OF THE ESOPHAGUS. By Ray- 
mond W. Postlethwait, M.D., Professor of Sur- 
gery, Duke University Medical Center; Chief of 
Surgery, Veterans Administration Hospital, Dur- 
ham, North Carolina; and Will Camp Sealy, 


M.D., Professor of Thoracic Surgery; Chief, 
Division of Thoracic Surgery, Department of 
Surgery, Duke University Medical Center, Dur- 
ham, North Carolina. Cloth. Pp. 482, with il- 
lustrations. Price $30.00. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1961. 


EMOTIONAL PROBLEMS OF THE STU- 
DENT. By Graham B. Blaine, Jr.; and Charles 
C. McArthur with 12 contributing authors. 
Cloth. Pp. 254. Price $4.95. Appleton-Century- 
Crofts, 35 West 32nd Street, New York 1, 
1961. 


DIAGNOSIS OF UPPER GASTROINTESTI- 
NAL HEMORRHAGE. By Eddy D. Palmer, 
M.S., M.D., F.A.C.P., Lieutenant Colonel, Med- 
ical Corps, U.S. Army; Chief, Gastroenterology 
Service, Brooke General Hospital, Fort Sam 
Houston, Texas; Clinical Associate Professor of 
Medicine, Baylor University College of Medi- 
cine, Houston, Texas. Cloth. Pp. 66, with illus- 
trations. Price $4.75. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1961. 


ORTHOPAEDIA. Volumes I and II. By 
Nicolas Andry. Facisimile Reproduction of the 
First Edition in English, London, 1743. Cleth. 
Pp. 558, with illustrations. Price $10.00. J. B. 
Lippincott Company, East Washington Square, 
Philadelphia 5, 1961. 


PROSTHETIC VALUES FOR CARDIAC 
SURGERY. Edited by K. Alvin Merendino, 
M.D., Department of Surgery, University of 
Washington, School of Medicine, Seattle, Wash- 
ington. Cloth. Pp. 586, with illustrations. Price 
$8.25. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 
1961. 


FACT 1. Prostatec- 
tomy can often be 
avoided by expectant 
medical treatment.* 


FACT 2. More: than 


develop benign : 
static hypertrophy. 


50% of men over 45 
pro- 


FACT 3. Prostall cap- 
sules reduce prostatic 
enlargement in 92% 
of cases.° 


FACT 4. Prostall cap- 
sules effectively re- 
lieve prostatic symp- 
toms as follows: 


for Prostatic 
Hypertrophy 


nocturia 95%, 
cy 81%, frequen 
73%, discomfort 71% 
and starting delay 
70%.4 

FACT 5. Prostall 
causes no side ef- 
fects.4 No contraindi- 
cations. 


PROSTALL capsules contain 6 gr. of glycine (aminoacetic acid), alanine and glutamic acid in 


biochemical combination. 


DOSAGE: 2 capsules t.i.d. after meals for two weeks, thereafter 1 capsule t.i.d. for at least 
three months. Repeat if symptoms recur. 


3. Feinblatt, H.M., and Gant, J.C., Palliative treat. 


1.. Chapman, T.t., Expectant treatment of benign 
prostatic enlargement, Lancet 2:684, 1949, 


2. Hinman, F., The obstructive prostate, J.A.M.A. M.A. 49:99, 1958, , 
135:136, 1947. 4. Ibid. #3, Southwestern Med, 40:109, 1959, 


Write for Professional Literature 


TABOLIC PRODUCTS, CORP. 
37 HURLEY STREET CAMBRIDGE, MASS. 


ment.of benign prostatic hypertrophy, J. Maine = 
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ARIZONA 


CALIFORNIA 


Carmichael, Arthur B., (Renewal) 5022 E. Oympic Blvd., 


Los Angeles 22 


Finfrock, Ralph M., (Renewal) 1347 Sapphire St., Mentone 
Lay, Edna Schoenek, (Renewal) 306 N. Montgomery, Ojai 
Fenton, Helen R., (Renewal) 1269 E St., San Bernardino 
Fenton, Melville, (Renewal) 1269 E St., San Bernardino 


COLORADO 


Cline, Frank M., (Renewal) 643 S. Second St., Brighton 


FLORIDA 


Applications for membership 


Ellsworth, Spencer D., (Renewal) Box 337, St. Johns 


Francis, Stewart I., (Renewal) 631 S. “N” St., Lake Worth 


ILLINOIS 


McCabe, Gerald E., (Renewal) 4740 N. Western Ave., Chi- 
cago 25 


KANSAS 


Brenz, Louis E., Jr., (Renewal) 303 Arkansas City Office 
Bldg., Arkansas City 


MICHIGAN 
Engemann, J. P., (Renewal) 123 S. Pleasant St., Belding 


MISSOURI 


Murray, Patrick G., (Renewal) Osteopathic Hospital of 
Kansas City, 926 E. 11th St., Kansas City 6 


NEW YORK 


Ditkoff, Jerome L., (Renewal) 74-08 255th St., Floral Park 
Lipton, Nathan, (Renewal) 153-42 58th Ave., Flushing 55, 
| 


OHIO 
Dubinett, Sheldon, (Renewal) 1306 W. 116th St., Cleveland 
2 


OREGON 
Cooney, Joseph A., (Renewal) Box 4204, Portland 8 


FOR DOCTORS JUS 
STARTING IN PRA 


Colwell's Introductory Offer provides you with a definite 
program of money-saving values, service and information on 
the complete line of Colwell Practice Management Aids, 
Office Record Supplies and Professional Stationery. By 
taking advantage of this special offer, substantial savings 
can be made in organizing the business side of your practice 


on a sound, efficient basis. 


THE COLWELL COMPANY 
265 W. UNIVERSITY AVE., CHAMPAIGN, ILLINOIS 


Please send me the Daily Log Introductory Offer Information 


Kit for physicians just starting in practice. 


DR — 


ADDRESS. 


CITY. 


STATE 
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| YOUNG’s 
/ RECTAL 


For Rectal and Vaginal Use 


Rectally For: Gently stretch tight, spas- 
© Spastic Constipation tic, or hypertrophic sphinc- 
@ Anal Stricture...Prolapse ters. Help train defecation 
© Post hemorrhoidectomy reflex, reduce tonus, induce 


mild peristalsis. In gradu- 

Vaginally For: ated sizes for progressive 
: therapy. Infants: in flex- 

@ Dyspareunia 

© Vaginismus ible rubber. Children and 

@ Perineal Repair Adults: in bakelite. 


Send for Literature 
F. E. YOUNG AND COMPANY 
8057 Stony Island Ave., Chicago 17, Ill. 
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135 tiny 


smoother 
steroid 


therapy... 


Inthe relatively Slow 


acid medium of 
the fasting 
stomach, Medrol 
Medules remain 
essentially intact 
—only 5% of the 
Medrol content is 
released after 2 
hours at pH 1.2. 
However, in the 
environment of 
the duodenum 
(approaching a 
PH of 7.5), from 
90 to 100% of 
the Medrol is 
released over a 
period of 4 hours. 


Action 


*Trademark, Reg. U.S. Pat. Off. @ @ 
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Release 


Slow 
Absorption 


Sustemed [a 


in acute allergic 
disorders: 


Judged to be “a nearly ideal formu- 
lation," Medrol Medules gave good 
to excellent results in 25 of 28 chil- 
dren with various acute allergic dis- 
orders. “There were no serious side 
effects and minor complaints were 
reported in only two patients.” The 
author also found that “there is .a 
definite advantage for Medrol Med- 
ules inasmuch as much smaller doses 
seem able to produce full clinical 
relicé, 


Indications and effects 

Medrol benefits (anti-inflammatory, anti- 
allergic, antirheumatic, antileukemic, anti- 
hemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, 
asthma, hay fever and allergic disorders, der- 
matoses, blood dyscrasias, and ocular inflam- 
matory disease involving the posterior segment. 
Precautions and contraindications 

Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief 
without developing such possible steroid side 
effects as gastrointestinal intolerance, weight 
gain or weight loss, edema, hypertension, acne, 
or emotional imbalance. 

As in all corticotherapy, however, there are 
certain cautions to be observed. The presence 
of diabetes, osteoporosis, chronic psychotic re- 
actions, predisposition to thrombophlebitis, 
hypertension, congestive heart failure, renal 
insufficiency, or active tuberculosis necessitates 
careful control in the use of steroids. Like all 
corticosteroids, Medrol is contraindicated in 
patients with arrested tuberculosis, peptic 
ulcer, acute psychoses, Cushing’s syndrome, 
herpes simplex keratitis, vaccinia, or varicella. 
1. Dugger, J. A.: J. Michigan M. Soc. 59:1812 
(Dec.) 1960. 


Medrol 
Medules 


Each capsule contains: Medrol 
(methylprednisolone) 4 mg. 
Supplied in bottles of 30 

and 100. 

Medrol hits the disease, 

but spares the patient. 


The Upjohn Company 
Kalamazoo, Michigan 
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was in braces 


4 
: 
‘ 


maintained on Meticorten 


for six years she now does her own housework 


H. M. first had pain in her wrists in 
1940. Eventually all her peripheral 
joints were involved. Orthopedic sur- 
gery in 1951, 1952 and 1953 failed to 
restore the loss of function caused by 
her rheumatoid arthritis. When seen 
in 1954 at the age of 59, she exhibited 
marked deformities in her peripheral 
joints. Treatment with gold, phenyl- 
butazone and cortisone had to be dis- 


continued because of marked weight 
gain and moon face. 


On February 2, 1955, the patient was 
placed on METICORTEN 5 mg. t.i.d. 
Eventually, she was able to discard 
her braces and crutches and resume a 
completely normal way of life. In spite 
of her advanced anatomical changes, 


she can even use an electric mixer 
without discomfort. 

In order to continue her improvement, 
she has been maintained on a dosage 
of 5 mg. b.i.d. In the six years since 
she has been on METICORTEN, the 
patient has had no side effects except 
for slight moon face and occasional 
purpura. Asa result, she has been able 
to enjoy her hobbies such as crochet- 
ing and to participate in neighborhood 
activities. 

Case history courtesy of Joel Goldman, M.D., Johns- 


town, Pa. These photographs of Dr. Goldman’s pa- 
tient were taken in her home on November 10, 1960. 


METICORTEN,® brand of prednisone. 

For complete details, consult latest Schering literature 
available from your Schering Representative or 
Medical Services Department, Schering Corporation, 
Bloomfield, N. J. JANUARY, 1961 —_$-796 
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Doctor” 


A 16 mm motion picture —28 minutes 


Color and sound 


Filmed in Hollywood, 
Detroit Osteopathic Hospital 
and the Kirksville College 
of Osteopathy & Surgery 


Written by Norman Reilly 
Raine who won an “Oscar” 
for his screenplay, 

“The Life of Emile Zola” 


Directed by Arthur Pierson 


Produced by Roland Reed 
Productions of Hollywood 


“American Doctor” 
can be purchased 
or obtained on 
loan directly from 
Order Department, 


AMERICAN ie | 


OSTEOPATHIC 
ASSOCIATION 


212 East Ohio Street 
Chicago 11, Illinois 


Starring Donald Woods as 
Andrew Taylor Still 


Cost of a 16 mm. color 
print if purchased is $98.00. 


If loaned, the only cost 

is postage. In addition, 

the film should be insured 
for $125.00. 


Please allow as much time 
as possible for the process- 
ing of your order and at 
least 10 days for shipment 
of the film. 


4 


Changes of address 


Adkins, R. E., from Yarnell, Ariz., to Box 49, Yuma, Ariz. 

Alalouf, Marc, from 2411 Ann Arbor Ave., to 3703 Bonnie 
View Road, Dallas 16, Texas. 

Arthur, Thelma Ellis, from Monrovia, Calif., to 740 S. 
Golden West Ave., Arcadia, Calif. 

Atkin, Walter S., from Shawnee Mission, Kansas to Lakeside 
Hospital, 2801 Flora Ave., Kansas City 9, Mo. 


Baker, Ross B., from 106% S. Church St., to 504 W. Main 
St., East Troy, Wis. 

Barker, Michael Anthony, from Jalisco, Mexico, to Garden 
City Hospital, 6245 N. Inkster Road, Garden City, 
Mich. 

Bess, Joseph, from 5908 Hollandale Beach Blvd., to 2905 S. 
State Road #7, West Hollywood, Fla. 

Boyce, Merle H., from 1613 Pacific Coast Highway, to 1615 
Pacific Coast Highway, Redondo Beach, Calif. 

Buselmeier, Rudolph E., from San Diego 3, Calif., to 3020 
Indiana St., South Gate, Calif. 

Byberg, Esther, from 3030 Sawtelle Blvd., to 3364 Cardiff 
Ave., Los Angeles 34, Calif. 


Call, C. Condie, from 100 W. Osborn Road, to 96 W. Os- 
born Road, Phoenix 13, Ariz. 

Calmar, J. Thomas, from 1550 Main St., to 2875 Main St., 
Stratford, Conn. 

Calvird, James P., from Coral Gables, Fla., to 1449 State 
Road 84, Fort Lauderdale, Fla. 

Campbell, Nell K., from 9671 Central Ave., to 10202 Cen- 
tral Ave., Montclair, Calif. 


Chance, Edward V., from Grants Pass, Ore., to 525 S. 
Second St., Central Point, Ore. 

Christensen, Warren T., from Dayton 5, Ohio, to Box 248, 
Celina, Texas. 

Cole, Glen W., from Norristown, Pa., to 185 Snowball Drive, 
Levittown, Pa. 

Cronin, Charles, from 3183 Ohio St., to 9037% Long Beach 
Blvd., South Gate, Calif. 


Dennis, John D. Jr., from East Orange, N. J., to 67 Wash- 
ington Ave., Morristown, N. J. 

Drews, Robert O., from 507 Woodrow Ave., to 2120 S. 
Cedar St., Lansing 10, Mich. 

Durishin, Michael R., Jr., from Mineral Ridge, Ohio, to 903 
Robbins Ave., Niles, Ohio. 


Edwards, Norman C., from 9a W. Big Bend Road, to 8709 
Big Bend Blvd., Webster Groves 19, Mo. 


Fahey, John F., from Glendale, Calif., to 6331 Hollywood 
Blvd., Hollywood 28, Calif. 

Feldsher, Murray, from Massapequa Park, L. I., N. Y., to 
635 Miller Ave., Brooklyn 7, N. Y. 

Fender, James L., from Marietta, Ohio, to 147 N. Main St., 
Woodsfield, Ohio. 

Fisher, Allen M., from Avinger, Texas, to Box 1122, Aransas 
Pass, Texas. 

Fite, James E., from Lubbock, Texas, to Box 216, Bonham, 
Texas. 

Fogel, Robert M., from Mannford Medical Center, to Box 
286, Mannford, Okla. 

Foster, Virginia, from 615% E. Washington St., to 38 Over- 
brook Drive, Kirksville, Mo. 

Fox, Morton, from Northridge, Calif., to 5349 N.E. Second 
Ave., Miami 37, Fla. 

Fraker, J. Franklin, from 414 Mount Vernon St., to 1113 E. 
Irving Ave., Oshkosh, Wis. 

Frank, Arnold J., from Philadelphia, Pa., to 3 Barclay Drive, 
Bells Lake Estate, Blackwood, N. J. 


Here are three good reasons why 
you should write “Raudixin” in the 
treatment of high blood pressure: 


1. Biological assay measures 
the ability to produce ptosis 
in the mouse in comparison 
with a reference standard. 


For full information, full information, 
see your Squibb 


RELIABILITY] 
Product Reference ] 
Product Brief. > 4 — the Priceless Ingredient 


2. Biological assay measures 
the ability to counteract the 
pressor effect of standard doses 
of epinephrine in the dog. 


3. Every Raudixin tablet to 
reach your patient meets the 
high Squibb standards for ef- 
fectiveness, potency and uni- 
formity. 


Squibb Quality 


Squibb Standardized Whole Root Rauwolfia Serpentina 


Supply: 50 and 100 mg. tablets, 
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Because it contains fibrinolysin— 
an active enzyme and not a pre- 
cursor’—ELASE quickly lyses fi- 
brinous materialin serum, clotted 
blood, and purulent exudates. It 
does not appreciably attack liv- 
ing tissue, nor does it have an irri- 
tating effect on granulation tissue 
in wounds.” 

As a “...feasible 
and rational ad- 
junct to the treat- 
ment of infected wounds,” ELASE 
may be used to advantage in a va- 
riety of exudative lesions. Partic- 
ularly beneficial results’* have 
been achieved in vaginitis and 
cervicitis...cervical erosions... 
surgical wounds...burns...chron- 
ic skin ulcerations...infected 
wounds...fistulas...sinus tracts 


See medical brochure for details of 


abscesses. administration and dosage. 
PACKAGE INFORMATION: ELASE Ointment is supplied 
in 10-Gm. and 30-Gm. tubes. Disposable vaginal applica- 
tors (V-Applicators) for instillation of ointment are avail- 
able separately in packages of 6. ELASE is also supplied in 
rubber-diaphragm-capped vials of 30-cc. capacity (not for 
parenteral use) for reconstitution with 10 cc. of isotonic 
sodium chloride solution. 


REFERENCES: (1) Coon, W. W.; Wolfman, E. F, Jr.; Foote, 
J. A., & Hodgson, P. E.: Am. J. Surg. 98:4, 1959. (2) Fried- 
man, E. A.; Little, W. A., & Sachtleben, M. R.: Am. J. Obst. 
& Gynec. 79:474, 1960. (3) Margulis, R. R., & Brush, B. E.: 
Arch. Surg. 65:511, 1952. (4) Personal Communications 
to the Department of Clinical Investigation, Parke, Davis 
& Company, 1959. sases 


for 
enzymatic 
debridement 
in a 

variety 

of exudative 
lesions... 


FIBRINOLYSIN AND DESOXYRIBONUCLEASE, 
COMBINED, (BOVINE), PARKE-DAVIS ® 


FIBRINOLYSIN 
to provide active enzyme 
for lysis of fibrin 


+ 


DESOXYRIBONUCLEASE 
to lyse desoxyribonucleic 
acid in degenerating leukocytes 
and other nuclear debris 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 


Fre 
Fri 


Freitas, William J., from Fresno, Calif., to Bloomfield, Mo. 

Friend, Homer C., from 1910 Brady St., to 1119 Brady St., 
Davenport, Iowa. 

Frison, George W. Jr., from Crescent City, Fla., to 1869 
Blanding Blvd., Jacksonville 10, Fla. 

Furey, Robert J., from Wildwood, N. J., to 307 E. Orchid 
Road, Wildwood Crest, N. J. 


Gard, Keith L., from Mountain View, Calif., to 5855 Auburn 
Blvd., Sacramento 21, Calif. 

Gibson, Sarah Jean, from Des Moines, Iowa, to Lee’s North 
Shore, R.R. 1, Ruthven, Iowa. 

Glaze, Lowell, from 327 Gordon Bldg., to 620 W. Fourth 
St., Sedalia, Mo. 

Goldstein, Martin Barnet, from 1718 N. Park Ave., to Metro- 
politan Hospital, 300 Spruce St., Philadelphia 6, Pa. 

Goldstein, Murray, from Division of Research Grants, to 
National Institute of Neurological Diseases & Blindness, 
National Institute of Health, Bethesda 14, Md. 

Gordon, C. Ira, from 4341 Grand Ave., to 5201 Franklin 
Ave., Des Moines 10, Iowa. 

Granowicz, Vincent J., from Hamtramck, Mich., to 12862 
Woodward Ave., Highland Park 3, Mich. 

Green, James E., from 115 Adams St., to 115-1 Adams St., 
Castalia, Ohio. 

Griffith, Thomas B., from Pennsboro, W. Va., to 2145 S. W. 
59th St., Oklahoma City 9, Okla. 

Griffiths, William S., from 2901 Corrine Drive, to 2905 
Corrine Drive, Orlando, Fla. 

Grubin, Martin J., from Downey, Callif., to 963% N. Maclay 
Ave., San Fernando, Calif. 


Hagen, Douglas P., from Everett, Wash., to 1209 E. Mis- 
souri St., Kirksville, Mo. 

Haley, Richard K., from Cassville, Mo., to 6809 Rushton 
Drive, Dayton 31, Ohio. 

Ham-Ying, J. Russel, from Gainesville, Fla., to 1301 Main 
St., Buchanan, Mich. 

Harris, John V., from 4326 Atlantic Ave., to 3639 Atlantic 
Ave., Long Beach 7, Calif. 

Holt, Howard L., from 3156 Wilshire Blvd., to 809 S. Ho- 
bart Blvd., Los Angeles 5, Calif. 

Howland, G. Keigh, from 425 N. Main St., to 125 N. Main 
St., Lenox, Iowa. 

Hoffler, J. Goodwin, from 755 E. Hamilton Ave., 1614 S. 
Saginaw St., Flint 3, Mich. 


Johnstone, James N., from 2760 S. Orange Blossom Trail, 
to 2905 Corrine Drive, Orlando, Fla. 


Kegerreis, A. E., from Lancaster Osteopathic Hospital, to 
886 Hornig Road, Lancaster, Pa. 

Kemplin, John C., from Amarillo, Texas, to 5525 Wedgmont 
Circle, Fort Worth 15, Texas. 

Kinne, Sandford H., from 1441 Wyoming Blvd., N. E., to 
1517 Fourth St., N. W., Albuquerque, N. Mex. 

Kratz, Karl K., from 208 W. 10th St., to Box 230, Lamar, 
Mo. 


Lentz, Roland G., from 5250 S. Ellis Ave., to 1525 E. 53rd 
St., Chicago 15, Ill. 

Lewis, Leonard A., from 744 Burton St., S. E., to 1922 
Division Ave., S., Grand Rapids 7, Mich. 

Leysack, Alex Eli, from Whittier, Calif., to 316 S. Archer 
St., Anaheim, Calif. 

Lezinski, John, from 309 N. Federal Highway, to 903 N. 
Federal Highway, Searstown, Fort Lauderdale, Fla. 

Lowell, Laura A., from 6621 Snider Plaza, to 6619 Snider 
Plaza, Dallas 5, Texas. 

Lyons, Louis S., from Loving, N. Mex., to 320 E. McGaffey, 
Roswell, N. Mex. 


Mares, Robert J., from 3203 Dellwood Drive, to 5672 Ridge 
Road, Parma 29, Ohio. 

Martimick, Andrew, from Springfield, Mo., to 5232 High- 
land Ave., Kansas City 10, Mo. 


JOURNAL A.O.A., VOL. 60, MAY 1961 


CAMBRIDGE 


CARDIAC DIAGNOSTIC INSTRUMENTS 


ASSURE THE DOCTOR OF 
Universally Accepted Records, Fundamental Accuracy. Life- 
time Dependability, Minimum Maintenance Expense. 
““VERSA-SCRIBE” The Versatile 
Electrocardiograph 

A completely new portable instrument 
with performance and versatility not of- 
fered by any other direct-writing electro- 
cardiograph. Size 514”x1014”x17”, weight 
20 Ibs. 


Multi-Channel Recorders 

For physiological research, cardiac catheteri- 
zation and routine electrocardiography. When 
used with pertinent transducers, these new 
Recorders provide simultaneous indication 
and recording of EKGs, EEGs, stethograms 
and other physiological phenomena. Avail- 
able in Photographic Recording and Direct 
Writing Models. 


Dye-Dilution Curve Recorder 
Records changes of concentration of a dye 
injected at selected sites in the venous cir- 
culation. Determines cardiac output; de- 
tects and locates cardiac shunts. 


Operating Room Cardioscope 
Provides continuous observation of the 
Electrocardiogram, electroencephalogram 
and heart-rate during surgery. Warns of 
approaching cardiac stand-still. Explosion- 
proof. This cardioscope is a “must” for 
the modern Operating Room. 


“Simpli-Scribe’”’ Direct Writer 
Electrocardiograph 
Provides the Cardiologist, Clinic or Hos- 
pital with a portable direct writing Elec- 
trocardiograph of utmost usefulness and 
accuracy. Size 1034” x 103%” x 11”; weight 
28 pounds, complete with all accessories. 


Audio-Visual Heart Sound Recorder 
Enables simultaneous hearing, seeing and 
recording heart sounds. Recording may 
be made on magnetic discs for play-back 
and viewing at any time. 


Pulmonary Function Tester 

A completely integrated, easy-to-use in- 
strument for the determination of such 
functions as Functional Residual Capac- 
ity, Tidal Volume, Vital Capacity, Total 
Lung Capacity, Total Breathing Capacity, 
Basal Metabolic Rate, etc. 

CAMBRIDGE ALSO MAKES EDUCATIONAL CARDIO- 
SCOPES, PLETHYSMOGRAPHS, ELECTROKYMO- 
GRAPHS, RESEARCH pH METERS, HUXLEY ULTRA 
MICROTOMES, POCKET DOSIMETERS AND LINDE- 
MANN-RYERSON ELECTROMETERS. 


Send for Descriptive Literature 


CAMBRIDGE INSTRUMENT CO., INC. 


Graybar Bldg., 420 Lex. Ave., N. Y. 17, N. Y. 
Cleveland 2, Ohio, 8419 Lake Avenue 
Detroit 37, Mich., 13730 W. Eight Mile Road 
Oak Park, 111.—6605 West North Avenue 
Jenkintown, Pa.—479 Old York Road 
Silver Spring, Md.—933 Gist Avenue 


PIONEER MANUFACTURERS OF THE ELECTROCARDIOGRAPH 


A: 185 


: 
| 
| 
| 
, {= 
iy 
en 
i 
| 
i pa: 
| 4 
4 
| 
an 


in long-term administration, as in Arthritis, 
when aspirin combined with an antacid 1s desired: 


« 

RORER 
the aspirin buffered with the best 
To prevent or minimize gastric distress which often accompanies prolonged or high level 
administration of acetylsalicylic acid, ASCRIPTIN provides aspirin in combination with 
MAALOx ®, the preferred professional antacid. The recognized superiority of MAALOX 
makes ASCRIPTIN a superior aspirin-antacid, with the virtues of buffered aspirin and 
with the added distinction of being promoted professionally only. 


Indicated wherever salicylates are useful, ASCRIPTIN is particularly suited to the 
long-term. requirements of your arthritic patients. 

Supplied : Bottles of 100 and 500 tablets. For severe pain — Capsules 
ASCRIPTIN with Codeine (codeine phosphate 15 mg.), bottles of 50. 


WILLIAM H. RORER, INC. PHILADELPHIA, PENNSYLVANIA 


| aspirin buffered with the most widely-prescribed antacid, 
(4 
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For the build-up in convalescence 


ANNOUNCING 


Therapeutic dosage of B-Complex 
plus 500 mg. of Vitamin C 


Unsurpassed stability. As coatings are applied 
without water, deterioration due to moisture is 
virtually eliminated. Stability is enhanced; po- 
tency is protected. Easier, more pleasant to 
take. SurBEx-T tablets are up to 30% smaller; 
have a pleasant taste; and are non-caloric. Vita- 
min odor and aftertaste are eliminated. 


Each Filmtab SuRBEX-T represents: 


Thiamine Mononitrate (B,).................. 15 mg. 
Pyridoxine Hydrochloride..................... 5 mg. 
Cobalamin (Vitamin By2)..................... 4 mcg. 
Caicium Pantothenate. 20 mg. 
(as calcium pantothenate racemic) 
Ascorbic Acid (as sodium ascorbate)...... 500 meg. 


Supplied in bottles of 100 and 1000 


VITAMINS BY 


Filmtab coatings protect 
this full range of Abbott 


nutritional supplements: _ 


SUR-BEX* WITH C. Smaller 
dosages of the essential B- 
Complex and C. Table bottles 
of 60. Also in bottles of 100, 
500 and 1000. 


DAYTEENS™ To help insure 
optimal nutrition in growing 
teenagers. Table bottles of 
100, bottles of 250, 1000. 


Potent maintenance formulas 
—ideal for those who are “‘nu- 
tritionally run-down” 


DAYALETS’ Table bottles of 
100. Bottles of 50, 250, 1000. 


DAYALETS-M* Apothecary bot- 
tles of 100 and 250. Also in bot- 
tles of 1000. 


Therapeutic formulas for more 
severe deficiencies—iliness, 
infection, etc. 


OPTILETS® & OPTILETS-M° 
Table bottles of 30 and 100. 
Bottles of 1000. 


@FILMTAB— FILM-SEALED TABLETS, ABBOTT. 
TM — TRADEMARK 
1961, ABBOTT LABORATORIES 1030294 
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; Tablets are Vitamin Tablets are pleasant Breakage and cracking 
j easier to swallow, after-taste and tasting, non-caloric, are less likely. (Sugar 
up to 30% odor come in a rainbow of coatings are crystalline, : 

smaller. are eliminated. cheerful colors. and more brittle.) 


In contrast with. This eliminates the need Absorption is speeded Vitamins are 
sugar coatings, of protective subseals, and as sugar’s bulk readily available at 
no water is used chances of moisture seepage and subseals proximal 
in manufacture. through imperfections. are eliminated. receptor sites. 


NET RESULT: Potency is assured for a longer time. 
The patient gets what he pays for—and what you prescribe. 


ABBOTT 


FILMTAB—FILM-SEALED TABLETS, ABBOTT ©1961, ABBOTT LABORATORIES 103029 8 


Martin, Frederick A., from Fonda, Iowa, to Massa-Gridley 
Clinic, Sturgis, S. Dak. 

Matthews, Wayne C., from Rancho Cordova, Calif., to 7341 
Winding Way, Fair Oaks, Calif. 

McClure, H. D., from Route 1, Box 716, to “Hills of Home 
Farm”, Route 3, Kirksville, Mo. 

McGowan, Commer K., from Cleveland, Ohio, to 140 Taft 
Ave., Elyria, Ohio. 

McLead, Karl H., from 12091 107th St., N., to 11691 107th 
St., N., Largo, Fla. 

Melhorn, Frederick R., from 906 Greenway Lane, to 3514 
Grove Ave., Richmond 21, Va. 

Merwin, Ralph Crim, from 1918 Western Ave., to 2607 
Western Ave., Orange, Texas. 

Meyer, William A., from 1502 W. Osborn Road, to 6502 
N. 35th Ave., Phoenix 17, Ariz. 

Miles, J. H., from Box 857, to Drawer 100, Grapevine, 
Texas. 

Miller, Lamar C., from Route 2, to 154 Main St., Cortland, 
Ohio. 

Mishkin, David, from 2766 S. La Cienega Blvd., to 1438% 
S. Beverly Drive, Los Angeles 35, Calif. 

Moss, James L., from La Crescenta, Calif., to 6673 Foothill 
Blvd., Tujunga, Calif. 

Myers, E. Delmar, from 212 Lincolnway, W., to 112 Lin- 
colnway, W., Osceola, Ind. 


Nash, Gerard K., from Sharon, Pa., to Box 225, Farrell, Pa. 


Owen, Paul R., from 1819 S. Borwnlee, to 509 Clifford St., 
Corpus Christi, Texas. 


Page, Leon E., from Coolidge, Ariz., to Cactus Forest Road, 
Route 2, Florence, Ariz. 

Panakos, Paul William, from Dayton, Ohio, to Las Olas 
Hospital, 1516 E. Las Olas, Blvd., Fort Lauderdale, 
Fla. 


Paoni, Adam G., from 9140 E. 50 Highway, to 4218 E. 27th 
St., Kansas City 27, Mo. 

Paskil, Harry M., from Montebello, Calif., to 5703 Whittier 
Blvd., Los Angeles 22, Calif. 

Perdue, Raymond Parker, from 2323 N. Campbell Ave., to 
2437 N. Stone Ave., Tucson, Ariz. 

Peterson, Joseph M., from 1517 Fourth St., N. W., to 2424 
Morrow Road, N. E., Albuquerque, N. Mex. 

Powers, Robert H., from Main St., Route 1, Box 9, to 41 
Main St., Sparta, N. J. 


Renton, George E. Jr., from 530 Washington Square Bldg., 
to 2033 Crooks Road, Royal Oak, Mich. 

Reynolds, J. Paul, from Ruidoso, N. Mex., to Box 710, Ros- 
well, N. Mex. 

Richardson, Dale E., from 314 W. Washington St., to 520 
W. Madison St., Pontiac, Ill. 

Robinson, William R., from Pontiac, Mich., to 1965 Union 
Lake Road, Union Lake, Mich. 

Roskos, Thomas, from Detroit, Mich., to 37315 Ilene Drive, 
Mount Clemens, Mich. 

Ruff, Graham Denison, from 550 E. Terrace Ave., to 4779 
E. Belmont Ave., Fresno 2, Calif. 


Sakamoto, Shoji, from Gardena, Calif., to 605 N. Mednick 
Ave., Los Angeles 22, Calif. 

Salanon, Paul, from 111 Long Lane, to 10 Evesham Road, 
W., Ashland, N. J. 

Sanders, Ben J., from Hollywood, Calif., to 3954 City Ter- 
race Drive, Los Angeles 63, Calif. 

Schneider, John L., from 730 Ninth St., to 743 Emory St., 
Imperial Beach, Calif. 

Schulman, Samuel Louis, from Rivera, Calif., to 9058 E. 
Washington Blvd., Pico-Rivera, Calif. 

Schwan, Richard Lee, from 404 S. E. 80th Ave., to 6808 
N. E. Broadway, Portland 13, Ore. 

Scott, W. Jackson, from Fullerton, Calif., to 3029 Deodar 
St., Costa Mesa, Calif. 
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in psoriasis 


Alphosyl 


allantoin and special coal tar extract 


widely prescribed 
Clinically proven/ cosmetically elegant 


“Psoriasis is, today, incurable, but, 
psoriasis can be a very manageable 
disease.”* In a recent study of 214 
chronic psoriatics treated with ALPHOSYL 
“...every patient manifested 

some favorable response.”? 


1. Welsh, A. L.: Report, Conference on the Management 

of Chronic Dermatoses, University of Cincinnati 

College of Medici Cincinnati, Ohio, N ber 4-5, 1959. 
Available: Alphosy! Lotion in 8 oz. bottles. 


REED & CARNRICK | Kenitworth. New Jersey 


‘PEDICULOS 


IN A 4 MINUTE SHAMPOO 


allantoin/hexachlorophene/special coal tar extract 


CREAM AND SHAMPOO 
CLEARS SCALP SEBORRHEAS 
FROM CRADLE CAP TO DANDRUFF 
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4%” x 72” Selyage-edged Packing 
(in disposable plastic tube) 

Packing for nose, ear canal, or eye 
socket; submucous resection, rhino- 
plasty, ocular evisceration or other 
surgical intervention, nasal hemor- 
rhage. 


1” x 36” Strip 

(in heat-sealed foil envelope) 
Circumcisions, finger dressings, hand 
surgery, podiatric applications, small- 


A-190 


SIX SIZES, 


thousand and one uses 


The wide range of sizes of ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. gives it a thousand 
and one uses in the hospital and the office treatment room. As a pressure dressing in sur- 
gery ...an occlusive dressing in burns... an emollient dressing on dry and nonacute skin 
lesions . .. a packing in nose, eye, and ear procedures... here is a dressing that is conven- 
ient to use and of guaranteed, sealed-in sterility. 


area burns, pilonidal cysts, small 
packings. 

3” x 9” Strip, and 3” x 3” Pad 
(in heat-sealed foil envelope) 

Skin grafts, colostomies, small-area 
wounds — traumatic or surgical. 

3” x 18” Strip 

(in heat-sealed foil envelope) 
Burns, dermabrasion, traumatic 


wounds, eschar removal, abrasions, 
compound fractures, amputation 


‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 


Professional Products Division ¢ Chesebrough-Pond’s Inc., New York 17, N. Y. 


stumps, urological and proctological 
work, and many other surgical 
procedures p.r.n. 

3” x 36” Strip 

(in heat-sealed foil envelope) 

When a larger dressing is needed for 
the indications above. 


6” x 36” Strip 
(in heat-sealed foil envelope) 


Extensive burns, pemphigus, cancer 
resections, large-area wounds. 


Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


1 simple dosage schedule produces rapid, dependable 
tranquilization without unpredictable excitation 


9 no cumulative effects, thus no need for difficult 
dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


4. does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


Also supplied in sustained-release capsules 
Meprospan:’ 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 


iil ° WALLACE LABORATORIES / Cranbury, N. J. 
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SERUM URIC ACID 
MG./100 ML. 


MODERATE GOUT — PATIENT F.D. AGE 52 


WEEKS INCAPACITY 
PER YEA 


NO TIME 
NO TIME LOST Lost 
2-4 MILD ATTACKS 1 MILD ATTACK 


PER YEAR PER YEAR 


T T T T T T rT 


YEAR 1942 "44 "46 "50 "52 54 ‘56 ‘58 
Effect of colchicine and BENEMID on serum uric acid level and periods of incapacity.2 
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“Prophylactic management [of gout] embodies the use of the two agents 
just discussed, namely, colchicine and Benemid. Each one complements 
the other. Neither one by itself is as effective as a combination....Since 
1950, Benemid has been available and the greater the experience we 
have with the combination of colchicine and Benemid the greater the 
reliance we place upon these two drugs.’ 


Composition: Each tablet contains 0.5 mg. colchicine and 0.5 Gm. BENEMID probenecid. 1. Talbott, J. H.: Gout, New York, Grune & : 
tratton, 1957, pp. 162, 163. 2. Talbott, J. H.: 
Dosage between acute episodes: Mild, 1 tablet a day; moderate, 1 tablet twice daily; rv cciudita, ‘alan, Med. rem Aus. 


severe, 1 tablet three or more times daily. 1959. 3. Talbott, J. H.: Recognition and treat- 
Supply: . ment of gouty arthritis, Current Medical Digest 
pply Bottles of 100. 26:57, Nov. 1959. 


Also available: BENEMID probenecid, 0.5 Gm. tablets, bottles of 100. 


For additional information, 
write Professional Services, MERCK SHARP & DOHME 
Merck Sharp & Dohme, West Point, Pa. DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


#* CoLBENEMID AND Bewemio ARE TRADEMARKS OF MERCK & CO., INC. 


distal shaft of the first metatareal.” 
Th 


quietly calming 


You can prescribe gentle 
control of blood pressure with 


BUTISERPINE 


Butiserpine contains just enough reser- 
pine (0.1 mg. per tablet) to reduce ten- 
sion without initiating side effects; 15 
mg. of BUTISOL sodium® butabarbital ii 
sodium, to promote calmness without 
lethargy. 
Butiserpine Tablets, Elixir, 
Prestabs® Butiserpine R-A (Repeat Action Tablets) 
Suggested Dosage: 
Initial (up to 7 days)—1 to 4 Tablets or teaspoonfuls 
Elixir or 1 or 2 Repeat Action Tablets daily. 


Maintenance—1 or 2 Tablets or teaspoonfuls Elixir or 
1 Repeat Action Tablet daily. 


McNEIL LABORATORIES, INC, 
Philadelphia 32, Pa. 
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Seibert, William, from Creve Coeur, Mo., to 12012 Olive 
Street Road, St. Louis 41, Mo. 

Sharp, F. C., from 415 Security Natl. Bank Bldg., to 415 
N.C. Natl. Bank Bldg., High Point, N. C. 

Shkane, Albert M., from Verona, N. J., to 263 Northfield 
Road, Millington, N. J. 

Shrader, Grover N., from 2731 Dicturn St., to 1487 W. 
Adams Blvd., Los Angeles 7, Calif. 

Siefkes, Paul D., from 4100 Main Ave., to 3889 Main Ave., 
Groves, Texas. 

Silverman, William L., from Merion, Pa., to 226 Winding 
Way, Merion Station, Pa. 

Skinker, Thomas M., from 101 W. Ajo Way, to 5443 E. 
Pima, Tucson, Ariz. 

Sluss, Mark J., from 425 N. Main St., to 125 N. Main St., 
Lenox, Iowa. 

Sluyter, Edward G., from 530 Washington Square Bldg., to 
2033 Crooks Road, Royal Oak, Mich. 

Smith, George A., from Cochranville, Pa., to 101 West St., 
Parkesburg, Pa. 

Smith, Otis R., from San Diego, Calif., to 403 Latham St., 
Hemet, Calif. 

Spagnoli, Gene L., from South Huntington, L. I., N. Y., to 
2114 New York Ave., Huntington Station, L. I., N. Y. 

Steider, Robert E., from 1517 Fourth St., N. W., to 1806 
Lafayette Drive, N. E., Albuquerque, N. Mex. 

Stephens, Joseph M., from West Covina, Calif., to 1020 N. 
Orange Ave., La Puente, Calif. 

Stoerkel, Bill C., from Painesville, Ohio, to 234 W. Main 
St., Madison, Ohio. 

Stolowski, Henry F., from Belton, Mo., to Hume, Mo. 

Strickland, Daniel Stephen, from 124 Brooklyn Ave., to 536 
Gladstone Blvd., Kansas City 24, Mo. 

Stryjewski, C. A., from 208 W. Richardson, to 607 W. 

Grand Ave., Artesia, N. Mex. 


Tellez, Fernando A., from Pico, Calif., to 8808 E. Whittier 
Blvd., Pico-Rivera, Calif. 

Todaro, Emil L., from 164 N. E. 79th St., to 498 N. E. 
78th St., Miami 38, Fla. 

Trottmann, John B., from Weleetka, Okla, to 2700 S. 
Walker St., Oklahoma City 9, Okla. 


Underwood, Walter B., Jr., from 760 Fig Tree Lane, to 21 
E. Acre Drive, Plantation, Fla. 


van de Sande, Theodore W., from Ocean Ave. & “C” St., 
to 301 N. Ocean Ave., Seaside Park, N. J. 

Varrelman, Roderick M., from Portland, Ore., to 3755 S. W. 
170th St., Beaverton, Ore. 

Vinson, Jack R., from Lubbock, Texas, to Box 216, Bonham, 
Texas. 

Von Wald, Vernon L., from Fort Lauderdale, Fla., to 2101 
N. 52nd St., Milwaukee 8, Wis. 


Wagner, William A., from 3430 Chamberlain Ave., S. E., 
to 1922 Division Ave. S., Grand Rapids, 7, Mich. 
Waldron, Maxwell E., from 11042 16th Ave., to 127 S. 
152nd St., Seattle 88, Wash. 

Walters, Earl Vance, from 7206 Kenwood Road, to 7106 
Kenwood Road, Cincinnati 36, Ohio. 

Weller, Ronald J., from Highland Park, Mich., to 943 E. 
Kalama, Madison Heights, Mich. 

Wilson, Otis B. Jr., from McKenzie, Tenn., to Chapel Hill, 
Tenn. 

Wirth, Welter E., from South Bend, Ind., to 1800 N “B” 
St., Elwood, Ind. 


Xenakis, Alexander D., from Philadelphia, Pa., to 57 N. E. 
44th St., Fort Lauderdale, Fla. 


Zamot, Joseph J.. from Riveria, Calif., to 8401 S. Rosemead 
Blvd., Pico-Rivera, Calif. 

Zimmerman, Jack R., from 1060 Orchard Ave., to 1109 N. 

16th, Grand Junction, Colo. 
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NEW AND 
FORTHCOMING 
MEDICAL BOOKS 
FROM LIPPINCOTT 


HISTOLOGY 


Ham & Leeson. 924 Text Pages. 589 were og Including 8 
Color Plates. NEW 4TH EDITION, 1961. $11.00. 


HISTOPATHOLOGY OF THE SKIN 


Lever. 634 Text Pages. 320 Illustrations, 8 Color Plates. NEW 
3RD EDITION, 1961. $15.00. 


AN ATLAS OF OPHTHALMIC SURGERY 


Berens & King. 603 Text Pages. 273 Illustrations. NEW, 1961. 
$28.00. 


4. PROCEEDINGS OF THE 4TH NATIONAL 
CANCER CONFERENCE 


Sponsored by the American Cancer Society, Inc. and National 
Cancer Institute (U.S. Public Health Service). 130 Authorita- 
tive Contributors. About 850 Pages. 217 Figures and 203 
Tables. NEW, 1961. Tentatively $9.00. 


5. A MIRROR UP TO MEDICINE 


Corcoran. An entertaining and informative anthology of com- 
oaae by and about physicians. About 500 Pages. NEW, 1961. 


6. DISEASE AND INJURY 


Brahdy. 25 Eminent Contributors. 482 Pages. 9 Illustrations. 
NEW, 1961. $12.50. 


DIAGNOSTIC CYTOLOGY 


And Its Histopathologic Bases 
Koss & Durfee. 377 Pages. 776 Illustrations, 6 Color Plates. 


NEW, 1961. $16.50. 


N 


8. MANUAL OF CLINICAL BACTERIOLOGY 


Kimler. 201 Pages. 41 Illustrations. Paperbound. NEW, 1961. 
78. 


9. HAEMATOLOGY 
Thompson. 306 Pages. 27 Illustrations, 6 Plates (4 in Color). 
North American Market Only. NEW, 1961. $6.00. 


10. ORTHOPAEDIA: 
Or the Art of Correcting and Preventing Deformities in 
Children 


Andry. Photographic Reproduction of the First English Edition 
1743. v4 Pages. 14 Illustrations. 1961. Two Volumes 


of 17. 
Boxed. $10.00. 


11. SOME REFLECTIONS ON GENIUS 


And Other Essays 
Brain. 192 Pages. Illustrated. North American Market Only. 


NEW, 1961. $6.00. 


AMERICAN DRUG INDEX 1961 


Wilson & Jones. 791 Pages. $6.75. 


13. NEW AND NONOFFICIAL DRUGS 1961 


Issued Under the Direction and Supervision of the Council on 
Drugs of the A.M.A. 849 Pages. Not Returnable. $4.00. 


14. HANDBOOK OF PHYSIOLOGY 


McDowall. 759 Pages. Profusely Illustrated. United States 
Market Only. NEW 43RD EDITION, 1961. $12.50. 


15. CLINICAL TOXICOLOGY 
Polson & Tattersall. 589 Pages. Not Available From Lippincott 
in the British Commonwealth. NEW, 1961. $10.00. 


J. B. LIPPINCOTT COMPANY 


East Washington Square, Philadelphia 5, Pa 
In Canada: 4865 Western Avenue, Montreal 6, P.Q. 
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Mead Johnson Laboratories is pleased 
to announce that all forms of Tri-Vi-Sol,° 
Poly-Vi-Sol, and Deca-Vi-Sol’ vitamins 
have been carefully reformulated to 
provide rational, practical, safe levels of 
C, D and A, to fit the needs of today’s 
pediatric practice 


Mead Johnson 
Laboratories 


Symbol of se in medicine 


VI-SOL vitamins 


newly reformulated to 
complement the dietary 
patterns of today’s infants 
and children 


Beginning with the critical newborn period and continuing 
through the preadult years, new Vi-Sol vitamins supplement 
and complement the dietary patterns of today’s infants and 
children. They are formulated with consideration of the recom- 
mendations of the authorities* and of the practical needs of 
everyday medical practice. 


Vi-Sol drops provide conservative, yet assured protection as the 
baby progresses from formula feeding to solid food, on into the 
preschool years. Whenever drops are outgrown, comparable im- 
provements in levels of C, D and A are now offered the older 
child in Vi-Sol chewable vitamins. 


NEW, IMPROVED VI-SOL® VITAMINS 


Tri-Vi-Sol® Poly-Vi-Sol®t Deca-Vi-Sol®t 

Chewable Chewable Chewable 

Drops Vitamins Drops Vitamins Drops Vitamins 

(per 0.6 cc.) (per tablet) (per 0.6 cc.) (per tablet) (per 0.6 cc.) (per tablet) 
Vitamin C (mg,) 60 75 60 75 60 75 
Vitamin A (units) 3,000 4,000 8,000 4000 $000 4400 
Thiamine (mg.) 1 12 1 12 
Riboflavin (mg.) 12 15 12 15 
Niacinamide (mg.) 15 8 15 
Pyridoxine (mg.) 1 12 
Panthenol (mg.) 8 5 
B,, (mcg.) 1 8 
Biotin (mcg.) 30 40 

tAlso available in teaspoon dosage 


*Recommended Daily Dietary Allowances established by the National Research Council, and endorsed by the Council on Foods and Nutrition 
of the American Medical Association, “Vitamin Preparations As Dietary Supplements and As Therapeutic Agents,” J.A.M.A., Vol. 169, 
No. 1, pp. 41-45, Jan, 3, 1959, 
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‘B.W. & Co.’ ‘Sporin’ Ointments 


rarely sensitize... 


give decisive bactericidal action 
for most every topical indication 


The combined spectrum 
of three overlapping 
antibiotics will eradicate 


virtually all known top- 


ical bacteria. 


brand Antibiotic Ointment 


brand Ointment 


Broad-spectrum antibac- 
terial action—plus the 
soothing anti-inflam- 
matory, antipruritic ben- 
efits of hydrocortisone. 


® A basic antibiotic com 
ad bination with proven | 
effectiveness for the 
topical control of gram- 
2 —— — brand Antibiotic Ointment positive and gram-nega 
tive organisms. 
Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 
‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 
Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate _ 5 meg. 5 meg. 
Hydrocortisone 10 mg. 
Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 4 oz. ene 
oz. and % oz. oz. and oz. oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Abbott Laboratories, A-85, 86, 187, 188 
American Ferment Division, 
(Breon Laboratories, Inc.), A-151 
American Meat Institute, A-56 
American Osteopathic Association, A-150, 
165, 182 
Ames Co., Inc., A-74 
Amfre-Grant, Inc., A-77 
Armour Pharmaceutical Co., A-108, 139 
A-T Surgical Co., A-150 


Baker Labs, Inc., The, A-43 

Baxter, Don, Inc., A-119, 120 

Becton, Dickinson & Co., A-81 

Best Foods, A-31 

Borcherdt Co., A-199 

Bristol Laboratories, Inc., A-14, 15, 32, 
33, 34, 35, 36, 37, 110, 111 

Burroughs Wellcome & Co., A-124, 198 


Cambridge Instrument Co., A-185 

Camp, S. H. & Co., A-109 

Chesebrough-Ponds, Inc., A-190 

Ciba Pharmaceutical Products, A-23, 72, 
Cover 4 

Columbus Pharmacal Co., The, A-48 

Colwell Co., The, A-178 

Cutter Laboratories, A-68 


Davol Rubber Co., A-69 
Desitin Chemical Co., A-96 
Dome Chemicals, Inc., A-84 
Drug Specialties, Inc., A-101 


Eaton Laboratories A-70, 100, 136 
Endo Laboratories, A-129 


Florida Citrus Commission, A-164 


Gebauer Chemical Co., A-147 
Geigy Pharmaceuticals, A-25, 113 


Hollister, Inc., A-116 
Irwin, Neisler & Co., A-66 


Lakeside Laboratories, Inc., A-16, 51, 
125, 142 

Lea & Febiger, A-162 

Lederle Laboratories, A-10, 11, 52, 88, 


89, 155, 174 
Leeming, Thos., Inc., A-83 
Lilly, Eli & Co. ., A-8 


J. B., Co., 4-195 
Lloyd Bros., Inc., A-173 
Lorvic Corp., The, A-112 


Maltbie Labs., Div., 

(Wallace & Tiernan, Inc.), A-40, 118 
Massengill, S. E., Co., A-90, 91 
McNeil Laboratories, Inc., A-98, 160, 

161, 194 
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Mead Johnson & Co., A-8, 64, 65, 94, 95, 
131, 140, 170, 171, 196, 197 

Merck Sharp & Dohme, A-4, 18, 30, 46, 
47, 57, 58, 59, 92, 123, 132, 133, 144, 
156, 157, 163, 172, 192, 193 

Merrell, The Wm. S. Company, A-54, 55 

Metabolic Products Corp., A-177 

Mulford-Colloid Laboratories, A-93 


Organon, Inc., A-19, 135 
Ortho Pharmaceutical Corp., A-13, 141 


Parke, Davis & Co., A-106, 130, 184 
Personal Products Corp., A-39 

Pfizer Laboratories, A-166, 167 
Pharmaceutical Industries, A-49 
Picker X-Ray Corp., A-1 
Pitman-Moore Co., A-60, 169 
Purdue Frederick, The, Co., Cover 2 


Reed & Carnrick, A-189 

Riker Laboratories, Cover 3 

Robins, A. H., Co., Inc., A-21, 105 
Roche Laboratories, A-28, 29, 75, 97 
Roerig, J. B., & Co., A-67 

Rorer, William H., Inc., A-61, 121, 186 
Roussel Corp., A-117 


— Pharmaceuticals, A-102, 103, 128, 
13 


Schering Corp., A-3, 41, 62, 63, 99, 114, 
115, 180, 181 

Schmid, Julius, Inc., A-73 

Searle, G. D. & Co., A-71 

Sherman Laboratories, A-87 

Shield Laboratories, A-126 

Smith, Kline & French Labs., A-44, 45 

Squibb, E. R. & Sons, A-20, 168, Yo 

Strasenburgh Laboratories, A- 6, 7 

Stuart Co., The, 38, 104, 143, 153, 154 


Taylor Instruments Co., A-145 


Upjohn Co., A-9, 22, 53, 179 
U.S. Vitamin & Pharmaceutical Corp., 
A-158, 159 


Virginia Osteopathic Medical Assn., A-147 


Wallace Laboratories, A-27, 42, 50, 82, 
152, 191 

Warner-Chilcott Laboratories, Div., A-5, 
12, 78, 70, 127, 178 

Warren-Teed Products Co., A-134 

Webster, William A., Co., A-150 

White Laboratories, Inc., A-17, 26, 107, 
146, 176, 200 

Wilco Laboratories, Inc., A-138 

Winthrop Laboratories, A-24 

Wyeth Laboratories, A-148, 149 

Wynn Pharmacal Corporation, A-76, 122 


Young, F. E. and Company, A-178 


CHRONIC URINARY 


TRACT INFECTIONS 


UROLITIA 


Soothes... Burning Urination 
GLEARS. ...Infected Urine 


Urolitia is bacteriostatic, bactericidal, non- 
toxic, does not produce drug-fastness, pro- 
vides simple dosage, and is economical for 
long term therapy. 

Urolitia rapidly controls E. coli, S. albus, 
and S. aureus infection. Its soothing action 
is due to the prompt release of Triticum and 
Zea extractives by the kidney into the in- 
flamed bladder. 

Samples on Request 
prostate, in whom permanent sterilization of the 
urine cannot be expected, 

CONTAINS NO DYES 


tablespoonful contains; 


Ina 

Dose: 1 ‘Tos. in % cup warm water ¥% hr. a.c. and h.s. 
Decrease dose after second day. 

Supplied: Bottles of 8 fl. oz. 


BORCHERDT COMPANY 


217 North Wolcott Avenue 


Chicago 12, Illinois 


for GERIATRIC 
CONSTIPATION 


Borcherdt’s 


MALT SOUP EXTRACT 


(MALTSUPEX) 
POWDER LIQUID 


is gentle, safe, sure, dietary 


It’s available in two forms, liquid and 
powder, but most adults prefer the mild 
tasting powder. It dissolves instantly in 
milk, water or juices. It promotes aciduric 
flora in the lower bowel which helps re- 
store normal function. Long term treat- 
ment produces no side effects. Diabetic 
patients should allow for 60 calories for 
each tablespoonful. 

Hootnick(') reports, “Stools became soft 
in all patients and, within one week, bowel 
evacuations were accomplished with ~~ 
Most patients liked the taste of the prod- 
uct, and the majority of them reported a 
feeling of well-being.” 

Cass and Frederik(?) also found that 
“Malt Soup Extract geod roduced soft, easily 
stools jout any side efiects 
rl y P 

Marshall 2) found simple but 
effective treatment for chronic od 
tion in patients of all ages.’ 

Dose: 2 tablespoonfuls twice a day. Avail- 
able, liquid and powder, 8 ounce and 16 
ounce bottles, at pharmacies. 

Send 

(1) Hootnick, H. L.: Jnl. Amer. Ger. Soc. 

1030, 1956. (2) Cass, L. J. Frederik, W, Jal. 
Lancet, 73: 414-416, 1953. 2 Marshall,W.: So. Dak. 
Jd. Med. & Pharm, 8:151:153, 1955. 


Borcherdt in 


217 North Wolcott Avenue, 12, Winois 
In Canada: Chemo-Drug Co., Ltd., Toronto, Ont. 
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are opiates 

now outmoded 

in pediatric | 
diarrhea? | 


(Thihexinol methy!bromide) 


| the first pharmacologically-specific, non-narcotic 
antiperistaltic agent mw controls diarrhea as rapidly 
and effectively as opiates m@ without the undesirable 
properties of opiates mw pleasant butterscotch flavor 


syrup 


(Complete information regarding the use of Entoquel Syrup and Entoquel with Neomycin Syrup is available on request.) 
Supplied: Entoque!l Syrup — each 5 cc. contains 5 mg. thihexinol methylbromide, bottles of 6 oz. Entoquel with Neomycin 
Syrup — each 5 cc. contains 5 mg. thihexinol methylbromide and 50 mg. neomycin (from the sulfate), bottles of 6 oz. 
Available on Rx only. 


wnire LABORATORIES, INC., Kenilworth, New Jersey 
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| AND WHEN THE DIARRHEA IS BACTERIAL IN ORIGIN 


RELIEF 
seconds 


the most effective 
anti-asthmaties - 


administered in the 
most effective manner... 


simplest and most 
convenient for 
the patient. .. 


Availabie with either of the two 
outstanding bronchodilators 


MEDIHALER-ISO° 


lsoprotereno! sulfate, 2.0 mg. per 
cc., suspended in inert, nontoxic 
aerosol vehicle. Contains no alcohol. 
Each automatically measured dose 
contains 0.075 mg. isoproterenol. 


Usual precautions for administration of isopro- 
terenol and epinephrine should be observed. 


® 
MEDIHALER-EPI 
Epinephrine bitartrate, 7.0 mg. per 
cc., suspended in inert, nontoxic 
aerosol vehicle. Contains no alcohol. 
Each automatically measured dose 
contains 0.15 mg. epinephrine. 


Northridge, California 
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Doriden offers sound, restful sleep for patients who are sensitive to barbiturates, elderly 
patients, patients with low vital capacity and poor respiratory reserve, and those who 
are unable to use barbiturates because of hepatic or renal disease. Onset of sleep with 
Doriden is smooth and gradual, usually with no preliminary excitation. Doriden acts 
within 30 minutes, and sleep lasts for 4 to 8 hours. Except in rare cases, no “hangover” 
or “fog,” because Doriden is rapidly metabolized. suppiiep: Tablets, 0.5 Gm., 0.25 
Gm. and 0.125 Gm. Now ALso AVAILABLE: Capsules, 0.5 Gm. For complete informa- 
tion about Doriden (including dosage, cautions, ® 
and side effects), see 1961 Physicians’ desk JORIDEN 
SUMMIT-NEW JERSEY 


Reference ov write CIBA, Summit, N. J. s2050m«-1 (glutethimide cra) 
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